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Abstract
This portfolio consists of academic, research and therapeutic work submitted as part 
of my training to become a counselling psychologist. The portfolio is divided into 
three different dossiers: academic, therapeutic and a research dossier.
Academic Dossier
The academic dossier consists of three essays submitted during the course. The first 
essay critically reviews the difficulties of using projective identification in therapy. 
The second essay explores various factors that may contribute to resistance in 
cognitive behavioural therapy and the ways in which a practitioner might work with 
resistance in clinical practice. The third essay critically evaluates standard 
psychopathological classification systems in relation to schizophrenia.
Therapeutic Dossier
The therapeutic dossier contains descriptions of a range of my placements, therapeutic 
work and placement activities. It also includes my final clinical paper, which provides 
a reflective account of my therapeutic practice, supervision, research experience, 
theory and use of self.
Research Dossier
The research dossier incorporates three pieces of research. My literature review 
critically evaluates the relevant literature on the practicalities o f the Improving Access 
to Psychological Therapies (LAPT) programme. My second piece o f research 
employed a quantitative content analysis to identify the most prominent arguments in 
favour o f LAPT as represented in the relevant literature. Finally, I present a piece of 
research which used Interpretative Phenomenological Analysis (IPA) to explore the 
perceptions of lAPT of recently graduated counselling psychologists looking for 
employment.
Introduction to the portfolio
This portfolio is a selection of academic, research and therapeutic work submitted 
during my training on the PsychD in Psychotherapeutic and Counselling Psychology 
course at the University of Surrey. This introduction will give a brief outline o f the 
contents of each dossier and follows the course of personal and professional 
development as a counselling psychologist. However before doing this, I would like 
to present a brief account of my development and the historical events that drew me to 
choose counselling psychology as a profession.
My path towards counselling psychology
I am the youngest of three children and the only girl. During my childhood, I felt set 
apart from my siblings because of pressures to assume gender-orientated roles such as 
cleaning and most significantly, providing care, comfort and having a nurturing 
attitude towards others. At the same time, I also experienced a strong repressive and 
male dominated household in which emotion was regarded as ‘weak’ and therefore 
constantly repressed. As a child, if  emotion was expressed, it was either denied and 
we were left to deal with our own feelings of upset or informed that our internal 
experiences did not match the reality of what we should feel. I learnt that various 
messages received from my parents could at times be inconsistent and confusing and 
that I had to expect unpredictability. I became more attuned to the internal needs o f 
others and what I needed to do in order to please them. Later in my adolescence, a 
family trauma led me to assume an overly caring role for my mother as well as 
‘holding’ the rest of the emotions denied by my family. This placed an enormous 
amount of pressure on me and I became engrossed in the idea that perhaps I was 
‘weak’ and too ‘sensitive.’
In hindsight I believe that I was drawn to study psychology at ‘A’ Level and at degree 
level because I was desperate to make sense of the world; I specifically wanted to 
understand myself and others. I felt that I did not have a complete sense of who I was 
and that I was wandering in a desert in search of the answers to my life and my 
identity. I was intrigued by the complexity of human behaviour and how the early 
formation of dyadic relationships could later influence the formation o f psychological
distress and the way individuals may form relationships with others. During my time 
at university, I also noticed that I assumed various ‘caring’ roles for different friends 
often at the expense of my own needs. On reflection, I feel that this caring aspect was 
a projection o f my need to be cared for and was a reflection of my overdeveloped 
nurturing parent as a result of my early childhood. I now feel that I established my 
own sense of self by transmitting my care towards others, which highlighted my 
difficulties with low self-esteem and my need to exist for others.
Following university, I embarked on a series of jobs, which were closely attuned to 
the ‘caring’ role that I had assumed so early on in life. I worked as a support worker 
for people with learning and physical disabilities as well as a support worker for the 
crisis team for those with mental health problems. I also worked for a brief time 
helping people get into private rehab centres mainly for those with drug and alcohol 
problems. My experiences were a real eye opener and I became more aware of the 
dimensions of human distress and recovery. I learned about the power of meaningful 
human connection and how empathy, acceptance and collaboration could help people 
recover from distress. I also witnessed people’s daily struggle with their difficulties 
but watched, with awe and respect, their sense of empowerment following medical 
treatment and the psychological support that they were provided with.
Simultaneous with my work experiences following university, I also embarked upon 
personal therapy. This was a significant time in my life where I was given the 
opportunity for my small voice to begin to emerge and develop and I began to 
cultivate a life more orientated to my needs. Deeper personal insight allowed me to 
reflect and make informed choices about my life and how I could change my 
perspective of the world and consequently, the way I related to others or how others 
impacted upon me. Most importantly, I treasured the security and comfort I received 
within the context o f a warm, accepting and congruent therapeutic relationship.
All of the above experiences helped cultivate my drive towards becoming a 
practitioner. I was especially attracted to counselling psychology because o f its 
emphasis on the individual’s phenomenology, the significance of the therapeutic 
relationship and the importance of self-reflection, which is fundamental to its practice.
I was also attracted to its use of theory, supervision and research to inform clinical 
practice but at the same time, its ability to explore a therapist’s intuition and its need
to stay with feelings of uncertainty. I hope that some of these values, which I treasure, 
will emerge from each of the dossiers that I will present in the portfolio. A brief 
summary of the contents of each dossier is presented below.
Academic dossier
The academic dossier consists of three essays. The first essay is entitled: ‘What are 
the difficulties of using projective identification in the analytic encounter? Use 
illustrative clinical examples if appropriate.’ I wrote this essay during the second year 
of my training. I felt particularly drawn to exploring this subject because in clinical 
practice, I had struggled to disentangle my own feelings from that of the client. 
Through supervision, I realized that I had used this concept as a defence to attribute 
my emotional distress surrounding unresolved issues from my childhood. I also 
recognized that in the context of my early history I felt that I had been made into a 
scapegoat for my family’s emotions and felt for the first time in my life that I was not 
‘weak’ as I had initially thought. With regard to amendments, I have resisted the 
temptation to change much of this essay as I feel it reflects my development as a 
practitioner at that time. On reflection, I think I was also in awe of the psychodynamic 
model and therefore used terms such as ‘analytic encounter’ or ‘analysis’ instead of 
therapy.
My second essay offers an overview of the various factors that can contribute to 
resistance from a cognitive behavioural perspective and the ways in which resistance 
may be managed in clinical practice. I wrote this essay in my final year. I was mainly 
fascinated with this topic because I had such a strong negative reaction to delivering 
CBT because it has been highly marketed as the ‘quick fix’ to psychological distress. 
However, I became concerned that my ‘resistance’ to the model might filter through 
to the client and consequently, negatively influence client motivation or the outcome 
of therapy. I realized that I needed to be more open to the approach and see its value 
as a therapeutic modality in its own right. Being more open to the CBT approach has 
helped me appreciate that it can be effective for some individuals and that a 
meaningful application of CBT can still involve ‘being with’ the client.
The final essay is titled: ‘Understanding Human Distress: Critical analysis of 
psychopathological classification in relation to schizophrenia.’ This essay critically 
evaluates the usefulness and problems of using traditional ‘psychopathological’ 
classification generally and in relation to the diagnostic category o f schizophrenia in 
the Diagnostic Statistical Manual (DSM-IV-TR, 2000) particularly. Additionally, I 
chose one specific model, cognitive therapy for delusions, voices and paranoia 
(Chadwick, Birchwood & Trower, 1996) to explore how a clinician might work with 
schizophrenia from a cognitive perspective. I hoped that this approach would provide 
some insight into the therapeutic strategies that I could employ within therapy with a 
client diagnosed with schizophrenia.
Therapeutic dossier
This dossier includes a short description of all the clinical placements that I completed 
over my three years of training. My first year placement was spent working for a 
private organization that was under contract to provide specialist mental health 
services to the NHS. I mainly worked with a humanistic approach although I was 
encouraged to integrate some elements of cognitive behavioural therapy if  it was 
suitable to the client’s needs. In my second year, I worked at a psychotherapy service 
specializing in providing therapy to adults with moderate to severe mental health 
difficulties. The orientation here was psychodynamic therapy and cognitive analytic 
therapy. My third year placement was located at a secondary care recovery team 
service. Although I used a predominantly CBT approach, I also tried to integrate my 
learning from years one and two by using psychodynamic and humanistic models to 
inform my practice. I attended an additional third year placement where I had to work 
outside of the usual one-to-one session by trying to engage parents with children with 
learning disabilities to attend a peer support group. This was particularly challenging 
as it required sensitivity to the client, context and organizational situation in order to 
understand their needs and engage with them. I had to utilize all my skills as a 
practitioner in order to establish a rapport with this client group.
This dossier also includes my final clinical paper, which provides an overview of my 
emerging identity as a counselling psychologist over the last three years.
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Research dossier
This dossier contains one literature review and two pieces o f empirical work 
undertaken during my training. My literature review provides a critical evaluation of 
the practicalities of the ‘Improving Access to Psychological Therapies’ (lAPT) 
programme. My placement experiences highlighted my awareness of the various 
political, cultural and social factors that affected my therapeutic practice. I became 
more aware of terms such as ‘evidence based practice,’ the ‘superiority’ of a CBT 
approach and underlying tension and rivalry between different health professionals. 
All o f these experiences drove me to find out more about lAPT. My literature review 
was addressed three main questions and in hindsight, I feel that I tried to cover too 
much. With regard to amendments, some material has been edited in light of 
feedback; however, it was not possible to add more detail to some o f the studies, as 
this would have changed the original piece of work too much.
My second piece of research employed a quantitative content analysis to identify the 
most prominent arguments in favour of lAPT as represented in the relevant literature. 
Initially I had wanted to conduct a quantitative study comparing the outcomes of 
graduate mental health workers or cognitive behavioural therapists with those of 
counselling psychologists; however, I could not find anyone in the NHS who was 
interested in supporting this research. It was difficult to understand the opposition and 
hostility that that I experienced when approaching people concerning my research 
proposal. This stimulated my need to find out more about the underlying arguments in 
favour o f this programme so that future research could evaluate lAPT services against 
the arguments on which it was first proposed.
In my final piece of research I employed Interpretative Phenomenological Analysis 
(IPA) to explore the perceptions of lAPT of recently graduated counselling 
psychologists looking for employment. I was concerned to leam that peers were 
having difficulty in obtaining employment as a result o f LAPT. Therefore I wanted to 
explore the experiences of newly graduated counselling psychologists, particularly 
their understanding o f LAPT and whether they perceived I APT as a ‘threat’ or an 
‘opportunity’ in relation to their employment prospects.
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Academic Dossier
Introduction to the Academic Dossier
This dossier contains three essay submitted during the course. The first essay 
discusses the difficulties of using projective identification in therapy and is illustrated 
with clinical examples from my own practice. The second essay considers the factors 
that may contribute to resistance in cognitive behavioural therapy and how a therapist 
might manage resistance in clinical practice. Case material is also used in this essay. 
Lastly, the third essay critically evaluates psychopathological classification in relation 
to schizophrenia.
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Essay 1
What are the difficulties of using Projective Identification in the analytic 
encounter? Use illustrative clinical examples if appropriate.
Introduction
This essay will discuss the phenomenon of projective identification. Projective 
identification is when “parts of the self and internal objects are split off and projected 
into the external object, which then becomes possessed by, controlled and identified 
with the projected parts. Projective identification has manifold aims: it may be 
directed toward the ideal object to avoid separation, or it may be directed toward the 
bad object to gain control of the source o f danger. Various parts of the self may be 
projected, with various aims: bad parts of the self may be projected in order to get rid 
of them as well as to attack and destroy the object, good parts may be projected to 
avoid separation or to keep them safe from bad things inside or to improve the 
external object through a kind o f primitive projective reparation” (Segal, 1979).
Klein and Projective Identification
Projective identification was formally introduced by Melanie Klein (1946). Since its 
initial introduction, the term has evolved and has been applied within the context o f 
therapy (Grinberg, 1962). The transition of Klein’s (1946) original proposition to its 
current use is particularly relevant because many authors have adapted the mechanism 
according to their purpose and argument (Sandler, 1983). This inevitably creates an 
ambiguity surrounding the definition of the term and its application to analysis 
(Meissner, 1980). Lastly, it has been suggested that the analyst may inappropriately 
use the concept (e.g. as a defence), which could be detrimental to the value of therapy.
Klein’s (1946) initiative for projective identification came from Freud’s (1911 as 
cited in Segal, 1974) theory of projection in which the infant gets rid o f its 
uncomfortable feelings by projecting them to another whilst retaining pleasurable 
feelings. Although Freud (1911) viewed projection as an innate drive and the infant as 
an ‘organism,’ Klein (1946) proposed that an infant was a psychological being that 
used projection as a way of protecting itself from anxiety. The infant relates to the
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outside world through its mother’s breasts (Emmanuel, 2000). The infant can have 
both loving (i.e. when the mother satisfies) and hating impulses (i.e. when the mother 
frustrates) towards the mother. Klein (1946) suggested that infants have two inner 
states of mind that they progress through: the paranoid-schizoid position (when the 
infant is unable to tolerate ambivalence) and the depressive position (when the infant 
can integrate both loving and hating impulses).
In the paranoid-schizoid position, the infant’s experience of anxiety can lead to a fear 
of annihilation and the use of unconscious primitive defences within object-relations 
(the mother-infant relationship). One defence used at this stage is projective 
identification in which the infant, unable to tolerate ambivalent feelings, splits off 
parts of the self (in unconscious phantasy), which it then projects into the mother in 
order to facilitate control. Following projection, an identification of part of the self is 
seen in the mother who is now seen as an extension of the infant. This has now led to 
a shift in the internal representation of the infant (i.e. as ‘all good’) and mother (i.e. 
‘all bad’). Klein’s (1946) theory of projective identification was heavily influential 
and has led to others redefining the concept, which has caused controversy around the 
use of the term within analysis.
Development o f the concept
There are various ways in which Klein’s (1946) concept has been developed: first, 
there is Klein’s original theory, secondly, there are others who have suggested that 
object relations could be generalised and that projective identification was crucial in 
transference-countertransference (Grotstein, 1994). Lastly, an innovative theory 
(Bion, 1962) explicitly labelled projective identification as more a concrete process in 
which the analyst acts as a ‘container.’ Klein’s (1946) concept was applied to the 
analysis because some authors (e.g. Grinberg, 1962) suggested that the analyst’s 
countertransference could reveal significant information about the patient’s 
unconscious phantasy life (Sandler, 1987). Thus an analyst’s identification with parts 
of the patient’s self could contribute to their internal state. Although Klein (1946) had 
previously stated that unconscious phantasy life could lead to a distorted 
representation of the analyst (transference), she perceived that countertransference 
was counterproductive to therapy (Klein, 1957 as cited in Sandler, 1983). Klein
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(1946) also never intended projective identification to be applied to analysis or to 
explain the internal experiences of the analyst (Moses, 1994). However, Bion’s 
(1962) radical notion of the container-contained model placed greater emphasis on 
projective identification as being an interpersonal process.
According to Bion (1962), projective identification is used by the infant as a form of 
pre-verbal communication and not as a defence mechanism as originally proposed by 
Klein (1946). Bion (1962) suggested that the mother on receiving the infant’s 
projections is able to translate them through her emotional attunement into the 
appropriate responses required to meet the infant’s needs (Emmanuel, 2000). 
Although Bion’s (1962) theory is clinically significant, it largely deviates from 
Klein’s (1946) theoretical position because the original concept referred to an 
intrapsychic process while Bion’s (1962) theory suggests that psychic contents can be 
externalized into the other (Finell, 1986). Furthermore, many cannot explain how this 
concrete process happens. Therefore, Bion’s (1962) theory is not an elaboration of 
the original concept and contributes to an inappropriate application o f projective 
identification within analysis (Meissner, 1980).
Many authors have adapted the original concept for their own purpose and argument 
within various contexts (Zack, 2005). This leads to a difficulty of applying it to the 
analytic encounter because it is not clear what explanation of the concept the analyst 
is referring to and what processes they are trying to account for. Some have integrated 
previous theories on projective identification such as Ogden (1979) who suggests that 
projective identification is both a defence and a communication in which the analyst 
is a container. The analyst is also significant in psychic change. This integration of 
theory may account for further widespread ambiguity of the term because it 
contradicts Klein’s (1946) theoretical position resulting in the fundamental loss of this 
experience (Finell, 1986).
To illustrate this point further, others (e.g. Grinberg, 1962) have created new 
terminology such as projective counter identification in which the analyst is seen as 
unconsciously acting out the part of the object that the patient has identified the 
analyst to be. It has been suggested that this is different from projective identification 
because the analyst experiences a greater intensity of the patient’s feelings (Ogden, 
1979). However, how does the analyst measure the intensity of affect experienced and
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then attribute it to either? (Finell, 1986). The differentiation of the two concepts is not 
clear. Others have also oversimplified projective identification, suggesting that 
analysts seeing the same patient will have the same experience of a patient’s 
projections. However, no two analysts will have identical reactions to the same client 
(which is discussed later) (Sandler, 1993). This suggests that the apparent 
intellectualizations of subjective experience are problematic because they have led to 
further confusion of using projective identification within analysis (Maroda, 1995).
The difficulty of using projective identification within the analytic encounter is made 
more complex by many other theories (Maroda, 1995). Various authors have tried to 
differentiate between projection and projective identification. For instance, Ogden 
(1979) suggested that in projection, the subject experiences the object’s affect as 
being separate from themselves whilst in projective identification, there is a blurring 
of boundaries as the object temporarily experiences the subject’s affect as if  it is their 
own (an interpersonal experience). Ogden (1979) proposes that projection and 
projective identification are separate concepts despite knowing that the original 
definition of projective identification involved projection whilst others (e.g. Grotstein, 
1981) have argued that they are the same. This does not provide further clarification 
of projective identification within analysis and has led to more problems surrounding 
the concept (Finell, 1986).
Some have tried to provide a more concise definition of the projective identification 
by describing it as a transactional process instead of a primitive defence (Knapp,
1989). The transactional process describes the impact of projective identification on 
the external object’s sense of identity. Within this context, projection is more likely to 
have a greater effect on the object’s identity in the presence of specific conditions 
(e.g. when the recipient’s identity is more vulnerable and the status of the projector is 
more powerful). It suggests that projective identification occurs from the most to least 
powerful. This may challenge a fundamental aspect of Klein’s (1946) theory because 
it suggests that a blurring of boundaries is more complex (Knapp, 1986) and 
contradicts the idea that an infant can ‘control’ its mother because it is the less 
powerful in the mother-infant dyad and is largely undifferentiated. It also suggests 
that an individual with a stronger sense o f self should be more protected from another 
person’s projections. Therefore is an analyst more likely to experience a diminished 
affect?
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Others have also placed greater emphasis on the projection of more destructive traits 
of the self despite Klein’s (1946) original definition referring to the projection of both 
loving and hating impulses (Zack, 2005). This is significant because it provides a 
narrow focus of Klein’s (1946) theory and suggests that an analyst’s understanding of 
their subjective experience will be based on the projection o f ‘bad’ impulses. This 
challenges some cases in which analysts have reported feeling a positive affect from 
psychotic patients who may project ‘good’ impulses into the analyst for protection 
from an aspect o f the self (Ogden, 1979). Many authors have elaborated further on 
this concept, all of whom contribute to definitional confusion making the application 
of the term to analysis more difficult (Maroda, 1995).
The inappropriate use o f projective identification to exonerate the therapist
One of the major difficulties of using projective identification within analysis is that it 
may be inappropriately used to largely exonerate the analyst (Whipple, 1986). This 
may ‘empower’ the analyst because the analyst is able to attribute his emotional 
disturbance to the patient because the analyst is perceived to be a passive recipient o f 
something being ‘lodged’ into them. In this way, it can be seen as a one-way process 
despite there being an interaction between two people (Pick, 1985). In my clinical 
work, I have found that disentangling my experience from the patient’s can be 
difficult and that it is easier to attribute strong affect to the patient rather than oneself. 
I experienced intense feelings with a specific patient who had been referred with a 
diagnosis of depression, which he attributed to his ruminations about his early 
childhood, failed relationships and bereavement issues. I started to have vivid 
nightmares following therapy and thought that the patient had invaded my mind and 
was now controlling my affect towards him. In supervision, I attributed blame to the 
patient and described one o f my dreams at which point, I was advised to take them to 
personal therapy. I had identified with some of the patient’s material, which had then 
evoked strong feelings surrounding my own unresolved issues from my childhood. It 
was a difficult and painful process, as I had to look at my own conflicts and take 
responsibility for the part that I had played within therapy.
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My clinical experience taught me that the analyst needs to remember that they are not 
just a ‘blank screen’ for enacting a patient’s projections (Eagle, 2000) and that their 
affective response to a patient’s material may be closely related to their own 
experience (Money-Kyrle, 1956 as cited in Pick, 1985). Thus an analyst must be 
either self-aware or open to analysing their own feelings of ‘hate and fear’ so that they 
can maintain an objective stance towards the patient (Winnicott, 1947). In addition, an 
analyst must not rely entirely upon their own subjective experience or intuition 
without giving careful consideration to theory, technique, insight, experience, peer 
consultation and supervision (Whipple, 1986). An analyst who is fully reliant on their 
‘telepathy’ may be unable to recognize distortions within a patient’s unconscious 
material because they have not recognized their own or may risk enacting a patient’s 
unconscious phantasies (Finell, 1986).
The analyst needs to consider their role in analysis
An analyst, in exploring their subjective experience as being “maybe-me” (Blechner, 
1994), also needs to consider that their individuality will influence the course o f the 
analytic dialogue to avoid misinterpreting the experience as projective identification. 
For instance, the analyst needs to be aware that their own personality, value system 
(which has been distorted by their own experience), training and theoretical 
orientation will lead to a personal and idiosyncratic way of listening and responding 
to a patient’s material. This contradicts the idea that various analysts seeing the same 
patient will experience the same affect and oversimplifies a complex interaction 
(Moses, 1994). The agenda for therapy for analyst and patient may also be different 
which could possibly contribute to strong affect in the analyst (Murdin, 2001). For 
example in my clinical work, I was increasingly frustrated with a female patient who 
appeared to be willing to continue a self-defeating relationship, which maintained her 
current difficulties. Was my irritation mirroring how she may have felt within her 
relationship but was unable to express or was it indeed the fact that her agenda for 
therapy conflicted with my own, thereby reducing an acceptable level o f neutrality?
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It has also been suggested that the analyst may be just exhibiting a nonnal reaction to 
the patient’s material rather than experiencing projective identification (Eagle, 2000). 
For example, an analyst may naturally experience a sense of resentment and 
helplessness at being verbally attacked by a patient rather than identifying with a 
disavowed aspect of the patient’s. Thus although an analyst needs to be open to the 
possible experience of projective identification, they must also consider that various 
factors will also have an impact on their affect and be aware that “not everything is 
projective identification” (Sandler, 1993).
I f  it is assumed that projective identification within analysis is the patient’s endeavour 
to communicate dissociated parts o f the self then the analyst’s response is crucial 
because it can either contribute to or jeopardize possible psychological change 
(Maroda, 1995). The analyst needs to tolerate and understand their own difficult 
feelings or the patient’s severe anxiety (Winnicott, 1947) because these may lead to 
the use of anti-therapeutic responses that may be counterproductive to analysis. The 
patient’s projection may be felt as intrusion and so the analyst may protect themselves 
from being overwhelmed by a patient’s material by offering reassurance (Feldman, 
1993), interpretation (Maroda, 1995), re-projecting onto others (Blechner, 1994), 
counter identifying (Sandler, 1993) (as previously discussed) or may have difficulty 
in differentiating the boundary between self and other (Whipple, 1986). Therefore 
what is the most therapeutic way for a therapist to respond to a patient so that they can 
communicate that affect has been experienced? (Maroda, 1995).
Different ways to approach projective identification in therapy
Different analysts suggest various ways in which to approach projective identification 
in therapy. For instance, some analysts (e.g. Ogden, 1982) disagree on using 
interpretation because it may lead to a resistance from the patient because they are 
unconsciously evoking a response within the analyst. However, others advocate that 
the analyst should primarily use personal therapy before responding and have 
suggested that the analyst should disclose their subjective experience if  they continue 
to experience it (depending on the patient’s capacity to receive such an intervention) 
(Blechner, 1994). On this basis, projective identification seems to present a challenge 
to the analyst because the analyst’s response needs to reflect that they have received
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the patient’s experience whilst avoiding attributing blame or increasing anxiety in the 
patient or sending the implicit message that the analyst cannot tolerate the patient’s 
anxiety. This is even more complicated by the fact that it is difficult for an analyst to 
be sure that they are experiencing a patient’s projections (Finell, 1986).
Conclusion
This essay has attempted to evaluate the difficulties of using projective identification 
within the analytic encounter. Klein’s (1946) original proposition was innovative in 
that it recognised that anxiety could be a growth enhancing process (developmental 
milestone) or detrimental to one’s development (Emmanuel, 2000). However, many 
authors have dramatically changed Klein’s (1946) original theory rendering it an ill- 
defined concept (Meissner, 1980) within analysis. Firstly, Klein’s (1946) theory was 
meant to describe an intrapsychic experience not an interpersonal one (Moses, 1994). 
Secondly, projective identification was described as a defence mechanism and not a 
communication. Thus, although Bion’s (1962) theory is highly significant in 
providing insight into an analyst’s strong affect (Hamilton, 1990), Klein’s (1946) 
definition was not meant to explain the analyst’s experience or to be used within the 
context of analysis.
Another limitation of using projective identification is that no author has explained 
how the concrete process of putting disavowed parts o f the self into another occurs 
(Finell, 1986). Many analysts seemed to have intellectualized the process that might 
be occurring in the analytic situation, which has created unnecessary confusion and 
contradiction (Maroda, 1995). For instance, how does the differentiation between 
projection and projection identification (Ogden, 1981), or it being perceived as a 
transactional process (Knapp, 1989) add further clarity to the application of the term 
within therapy when all these concepts grossly deviate from Klein’s (1946) theory? 
Can any of the developments of Klein’s (1946) original theory be termed projective 
identification as they all describe different processes?
Most significantly, an analyst’s use of projective identification may be used as a 
defence because it largely exonerates the analyst from assuming any responsibility for 
the co-creation of the analytic relationship (Meissner, 1980). Within an interaction.
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the psychologies of two people meet and therefore affect and induce a response from 
one another (Pick, 1986). Therefore the biggest danger is that the analyst may 
inappropriately attribute their internal state to the patient without properly considering 
the “maybe-me” (Blechner, 1994) scenario, which could be potentially damaging to 
both parties. How can an analyst expect a patient to tolerate their own loving and 
hating emotions if  an analyst cannot? Finally, an analyst’s over-reliance on their 
subjective experience will be to the detriment of therapy because it is no longer based 
on skills training, insight, supervision, peer consultation and theory but on intuition 
(Finell, 1986).
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Essay 2
In cognitive behavioural therapy (CBT), what factors contribute to resistance? 
How can a therapist manage resistance in clinical practice? Use clinical examples
if appropriate.
CBT is a structured form of therapy which includes an emphasis on the here and now, 
collaborative empiricism, the use of problem solving strategies, behavioural or 
cognitive tasks and psycho education (Leahy, 2001). Resistance is defined as any 
‘behaviours that interfere with the client making progress toward desired changes’ 
(Engle & Arkowitz, 2006). Although a  certain level o f resistance should be 
anticipated within therapy, therapists frequently encounter problems that sabotage 
therapeutic progress (Lazarus & Fay, 1982). Manifestations of resistance could 
include homework non-compliance, limited self-disclosure, emotional avoidance and 
the expression of strong negative affect (Newman, 2002). Many have argued that the 
term ‘resistance’ conveniently attributes blame to the client and exonerates therapists 
(Lazarus & Fay, 1982). Thus others have used various terms to account for resistance 
especially when it results in negative outcomes. This essay will outline various factors 
within the client, therapist, the therapeutic dyad and external circumstances that may 
impede therapeutic improvement. It will also discuss how the therapist may manage 
any issues associated with resistance as they arise in clinical practice.
Resistance from a CBT perspective
Many cognitive authors have attempted to explain the phenomena o f resistance. All 
cognitive approaches are based on the premise that an individual’s interpretation of 
the world determines their emotions and behaviour (Engle & Arkowitz, 2006). 
Therefore, resistance and emotional distress emerge because o f faulty beliefs, 
assumptions and schemas. For example. Beck’s schema model (Beck, Freeman et al,
1990) suggests that psychological difficulties may be attributed to maladaptive 
patterns originating in early childhood (schemas), which are triggered by specific 
events. Two coping styles i.e. avoidance (of certain situations) and compensation 
(exaggerated behaviours seeking acceptance from others to reduce emotional distress)
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are used when an individual’s schema is activated. Therefore, resistance occurs 
because therapeutic gain is associated with abandoning these coping styles (Engle & 
Arkowitz, 2006; Sudak, 2006).
Others like Ellis (2002) suggest that resistance emerges because o f irrational beliefs 
about how change ‘should’ be. Reasons for resistance include: severe emotional 
disturbance, low frustration tolerance and self-punishment. Others have also 
elaborated on resistance as a behavioural construct (e.g. Leahy, 2001). References 
have been made to issues of “non-compliance” (Ledley, Marx & Hemberg, 2010; 
Meichenbaum & Gilmore, 1982; Newman, 2002), “treatment (non) adherence” 
(Dobson & Dobson, 2009; Meichenbaum & Turk, 1987) and problems or challenges 
within therapy (Beck, 1995; Dobson & Dobson, 2009).
Although cognitive approaches differ in terms of emphasis on cognitive or 
behavioural elements, many propose that therapists should work with resistance in the 
same way that they would address other difficulties within therapy. Thus the therapist 
is required to assume the position of a scientist, attempting to translate dysfunctional 
beliefs, thoughts and underlying schemas into testable hypotheses (Meichenbaum & 
Gilmore, 1982). The therapist is then expected to gather evidence for and against 
these cognitions (or behaviours) to modify and construct more rational cognitions. 
However, can a therapist focus too much on either cognitive or behavioural aspects of 
resistance to the point where they neglect the therapeutic relationship?
Client variables and resistance
Client factors account for the largest variance in determining treatment outcome 
(Cooper, 2008), indicating that some resistance may lie within the client. Client 
variables such as past treatments, psychological mindedness, internal dialogue 
(expectations) and secondary gains may influence their compliance within therapy 
(Federici; Rowa & Antony, 2007). For instance, a client’s expectations of their role 
within therapy (Meichenbaum & Turk, 1982), of their presenting problem (Turk, 
Meichenbaum & Genest, 1983) and outcome may determine the client’s hope and 
commitment to change (Padesky, 2002). For example, clients may have 
‘phrenophobia,’ becoming concerned that the therapist may confirm that they are
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‘going crazy.’ The therapist could alleviate these concerns by exploring any initial 
resistance and gently challenging a client’s internal dialogue.
The role of ambivalence may also be important in understanding the reasons 
underlying a client’s ‘resistant’ behaviour. Clients.may be ambivalent because they 
have positive views about their illness, may be ill informed or could have had 
negative experiences with other health professionals. For instance, Ms L is a client 
presenting with bulimia nervosa. She was fearful of gaining weight if  she ate regular 
meals. However, psycho-education was crucial in exploring whether this view was 
accurate and provided further clarification for her. Furthermore, a cost-benefit 
analysis of staying the same and the use of guided discovery was beneficial in 
increasing prochange.
The client’s interaction with other health professionals can also be crucial in shaping 
their attitude towards treatment (Turk et al., 1983). For example, the referrer’s attitude 
towards therapy could shape a client’s expectation and consequently, their compliance 
within therapy. It is suggested that the therapist could streamline referrals and 
collaborate with referral agents to inform them about the rationale of therapy to 
increase their motivation (which may be transferred to clients). However, in my 
experience, high demand and limited resources have meant that sometimes 
inappropriate referrals are still made.
Resistance may also be a reflection of the Client’s interpersonal difficulties, complex 
psychological issues or lack of the necessary skills required for treatment (Federici et 
al., 2007). For example, within the context o f diagnosis, symptom severity has been 
associated with treatment outcome in CBT. Clients with co-morbid diagnoses, 
particularly those with personality disorders, may struggle in applying traditional 
CBT concepts. For instance, Ms A presented with symptoms o f posttraumatic stress 
disorder and depression, but a questionnaire revealed she had significant borderline 
personality disorder traits. A CBT approach with some components from Dialectical 
Behaviour Therapy (DBT, Linehan, 1993) may equip her with the necessary skills 
needed to identify self-defeating cognitions, emotions and sensations. Other third 
wave approaches such as Acceptance and Commitment Therapy (ACT, Hayes et al., 
2006), and Mindfulness Based Cognitive Therapy (MBCT) could engage clients with 
more complex issues. However, novice therapists must be careful when integrating
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these newer approaches within a traditional framework to avoid confusion and 
ultimately, resistance (Ledley et ah, 2010).
Another client variable that may pose a challenge to therapy is psychological 
reactance (Dowd, 1993), which occurs when an individual’s autonomy is challenged 
and certain behaviours are restricted. Individuals with psychological reactance have a 
tendency to be self-sufficient, impulsive, nonconformist, dominant and possess a 
positive view of themselves. These clients may have difficulty in engaging 
collaboratively with the therapist because of their need to maintain a strong sense of 
self. Consequently, a client-led approach and a non-directive and empathie 
therapeutic stance are more likely to be beneficial. Thus the therapist has to frequently 
attend to the therapeutic relationship to reduce potential sources of resistance so that 
the client feels accepted and understood. The therapist could also use socratic 
questioning and paradoxical interventions to further increase prochange.
A client’s readiness, willingness and motivation for therapy are likely to fluctuate 
throughout treatment and may produce resistance at different stages o f therapy 
(Freeman & Dolan, 2001). The revised model of the stages o f change theory 
(Prochaska, Diclemente, Freeman & Dolan, 2001) proposes that there are eleven 
stages that an individual can progress through when contemplating change and that 
therapy needs to be adapted accordingly. For instance, some clients (located at the 
anticontemplation stage) may have been forced to receive therapy due to legal 
proceedings. Such clients may be resistant towards CBT because it is geared towards 
providing tools for change (Westra, 2004). If  this does occur, motivational 
interviewing (MI) can be integrated within a CBT approach where clients remain 
resistant to therapy (Miller & Rollick, 2002). MI has been found to effectively 
enhance CBT outcome in psychological disorders such as anxiety and depression 
(Westra, 2004). Motivational interviewing involves the use of empathy, rolling with 
resistance and supporting a client’s self-efficacy to increase motivation for change. 
Interventions such as evaluating the pros and cons of no change, open-ended 
questions and a reflective approach could be used.
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Therapist variables and resistance
Therapists, like clients, play a significant role in the manifestation of resistance 
(Federici et al., 2007). Initial resistance may originate from a therapist’s failure to 
adequately assess a client’s suitability for the CBT model. Therapists can assess 
clients using a ‘suitability’ interview for CBT (Safran & Segal, 1990) to judge 
potential benefit from this approach. Alternatively therapists can also enquire about a 
client’s acceptability of a CBT approach, their willingness to engage in cognitive or 
behavioural tasks and their readiness to make necessary changes in therapy. 
Suitability for this approach is vital if  clients are to adhere to CBT protocol, which 
may impact on their expectations of therapy (Beck, 1995; Ledley et al., 2010 & 
Padesky, 2002). If  some hesitation is evident in the client, the therapist can either use 
the assessment stage to educate and enhance the client’s motivation for CBT or refer 
the client on to a more appropriate form of therapy. However, as a client’s motivation 
can change throughout therapy (Freeman & Dolan, 2001) suitability for the model 
should ideally be monitored throughout therapy.
Other therapist factors may lead to challenges within therapy. Therapists might have 
dysfunctional reactions to specific clients (Beck, 2005). For instance, a therapist may 
have negative expectations of change in a client because they are experiencing fatigue 
and burnout due to a heavy caseload (Dobson & Dobson, 2009). In this situation, 
therapists need to acknowledge the limits of their competency and acknowledge the 
importance of self-care. Therapists could also use dysfunctional thought records to 
challenge any irrational beliefs about themselves or the client as it may hinder their 
delivery of a CBT approach. Peer support and supervision may also be helpful in 
evaluating any thoughts.
The therapist could also develop their awareness o f any negative reactions from 
specific clients that might stem from their own distorted schemas. Leahy (2001) has 
devised a therapist schema questionnaire, which describes various schemas that could 
contribute to the therapist’s anxiety such as the need for approval from clients. 
However, my personal therapy has suggested that such a questionnaire may not be 
sufficient and that a therapist’s self-awareness of their issues is crucial to ethical 
practice so they are aware of how personal issues can affect clinical practice and vice 
versa. Thus in my opinion, a self-aware practitioner may be more likely to engage
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with negative affect arising from their issues because they are more aware of it and 
how it could potentially affect the course o f therapy. However, not all CBT courses 
recommend personal therapy.
Resistance may also arise from the therapist’s failure to adequately conceptualize the 
client’s case (Beck, 1995), their inaccurate evaluation of the client’s resistance within 
therapy or other therapy interfering behaviours (Engle & Arkowitz, 2006). 
Consequently, the therapist could be unable to tailor treatment to the client’s needs 
and may impose their beliefs onto the client. For instance, a client may refuse to set 
the agenda because the therapist has failed to adequately socialize the client to the 
CBT model (Beck, 1995). Therapists also need to be aware of any other therapy 
interfering behaviours that might have a negative impact on therapy.
Therapists who have difficulty adhering to a CBT approach because it conflicts with 
their personal style (which is inevitably influenced by their personality, past 
experiences and assumptions about human distress) (Winter, 2008) or eclectic 
practice may hinder a client’s progress. As a trainee counselling psychologist, I have 
struggled to adapt to the CBT model because it has been highly marketed as the 
panacea of mental illness. Thus I was concerned that my non-acceptance of a sole 
CBT approach and my inexperience may unconsciously interfere with my delivery of 
CBT interventions. I endeavoured to bracket these feelings and sought supervision 
and peer consultation. I also tried to incorporate my learning of different therapeutic 
models from my training so that I could provide a more meaningful application of 
CBT that would allow me to still ‘be with’ my clients.
Resistance and the therapeutic dyad
Resistance could also be an indication of a poor therapeutic alliance, which may 
originate from both therapist and client variables. The therapeutic alliance has been 
defined as the mutual bond between the therapist and client and their agreement on 
goals and tasks (Bordin, 1979). Various characteristics have been found to affect a 
therapist’s ability to form a therapeutic alliance such as their experience, social 
support, comfort and intimacy (Watson & McMullen, 2005). A client’s ability to form 
a therapeutic alliance might be informed by their interpersonal skills, dynamics and
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diagnosis. For instance, a novice therapist’s inexperience or rigid adherence to a CBT 
framework might result in resistance in clients with a history o f trauma (Ledley et al., 
2010). These clients may have difficulties in trusting others, which may be confirmed 
by a therapist’s inability to respond empathically or imposition of unrealistic goals. A 
good therapeutic alliance is of paramount importance because it has been identified as 
a prerequisite for the delivery of specific techniques (Beck, Rush, Shaw & Emery, 
1979). The therapist can enhance the therapeutic alliance through their use of 
empathy, their delivery of information- and remaining approachable (Turk et al., 
1983).
Therapist and client factors can also influence the extent to which clients adhere to 
homework. Homework non-compliance is a major form of resistance relevant to the 
CBT model because it has been associated with outcome. The designation of 
homework is a two way process: the therapist must effectively communicate 
homework details and the client must understand it. However, difficulties may 
emerge if  a therapist has failed to appropriately socialize a client to the CBT model 
(Beck, 1995). For example, a client’s non-compliance may be due to the therapist’s 
inability to emphasize the importance of homework, or their failure to leave sufficient 
time to explain homework or their unclear explanations o f homework tasks. During 
placement, for instance, I asked Ms K to record her negative thoughts on a 
dysfunctional thought record despite her disclosure of ambivalence over therapy. 
Unsurprisingly because my instructions were not specific enough (i.e. record one 
negative thought a day) and I had left little space for the exploration o f her ambivalent 
feelings about therapy in the session, she did not complete the homework assignment.
Various strategies can be used to increase a client’s compliance with homework 
(Beck, 1995; Sudak, 2006). The therapist could monitor a client’s understanding of 
the rationale of homework by asking them for feedback. The therapist could also 
ascertain whether clients have the necessary skills to complete the homework and 
ability to engage in self-monitoring. Therapists also need to refrain from being too 
directive, critical or overwhelming the client with too much homework, which may 
increase a client’s sense of hopelessness. Additionally, therapists may use socratic 
questioning to encourage clients to design collaborative behavioural experiments, 
which may further increase adherence to CBT protocol. Furthermore, therapists could 
explore any barriers that may interfere with a client’s ability to adhere to homework
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whilst asking the client to present possible solutions. Most importantly, if  difficulties 
occur, the therapist must be versatile in their approach and remain empathie and non­
directive to further the therapeutic alliance.
The social and organizational context and resistance
It is important to consider the external environment of the client and the therapist as 
well as the organizational context in which therapy occurs because this could impede 
therapeutic progress (Dobson & Dobson, 2009). For instance, others within the 
client’s social life may encourage the client to engage in the problematic behaviour. It 
is suggested that the therapist could conduct a cost-benefit analysis of spending time 
with these individuals. However, although this may be useful, the power ultimately 
lies with the client and depends on whether they are willing to distance themselves 
from others who (the therapist perceives) are having a ‘bad influence’ on them.
Major life changes such as bereavement and divorce may also interfere with the 
client’s initial therapeutic goals (Dobson & Dobson, 2009). Although it is 
recommended that a therapist could either adjust therapy to incorporate these issues or 
refer clients on to other external agencies, I have found that some clients will still 
drop out of therapy. In my clinical experience, some clients have felt more 
psychologically vulnerable and therefore unable to cope with exploring any initial 
problems that they wanted to address or problematic behaviours become exacerbated 
by their present distress. There is a need to understand that sometimes therapy may be 
not suitable for the client at that time and such problems do not necessarily reflect the 
therapist’s inability to work with resistance.
It is important to consider that major life changes or external pressures in a therapist’s 
life could also interfere with their objectivity within therapy (Dobson & Dobson,
2009). Organizational pressures (e.g. the loss of fiinding), may also influence 
therapists’ practice, during these times, they can seek support from supervision and 
personal therapy.
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Conclusion
In cognitive behavioural therapy, many factors could contribute to resistance and a 
therapist’s versatility may help when problems are encountered. Therapists need to 
contend with a certain degree o f resistance and understand that therapy will not be a 
smooth process because clients have to challenge deep fondamental core beliefs 
(Federici et al., 2007). Clients may be ambivalent about abandoning long standing 
beliefs that represent some security and have become integral to their sense o f self. 
Clients also present with a range of experiences, which will determine their 
motivation, their expectations o f therapy, their interpersonal dynamic and skill seti 
The therapist’s ability to meet clients in a moment-to-moment interaction and tailor 
treatment to their needs is important. Therapists and clients also need to attend to the 
therapeutic alliance because if resistance does occur, clients need to be able to explore 
these issues within a safe and secure environment. This may determine whether they 
adhere to CBT protocol and consequently, the relative success o f therapy.
Challenges can also originate from therapist variables. The therapist brings his or her 
own assumptions, preferred therapeutic style, interpersonal dynamic, experience and 
beliefs that may influence a client’s resistance within therapy. The therapist’s self- 
awareness of any therapy interfering behaviours and their ability to subject any 
distorted assumptions to evaluation will be important. Lastly, challenges originating 
outside the therapeutic dyad must also be taken into consideration.
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Essay 3
Understanding Human Distress:
Critical analysis of psychopathological classification in 
relation to schizophrenia
“The word schizophrenia has come into such widespread use 
that it is necessary to have a practical definition of it in order 
to keep public discussion of schizophrenia within reasonable 
limits...for the benefit of non-professional contemporaries 
who enjoy talking about schizophrenia without knowing what 
it is” (WHO, 1973).
The above quotation illustrates the controversy surrounding the diagnosis o f 
schizophrenia and the debate over the usefulness and problems with traditional 
psychopathological classification systems generally. This essay will provide a critical 
analysis of classification systems such as the Diagnostic Statistical Manual (DSM) 
with particular emphasis on schizophrenia. The impact of schizophrenia on 
individuals and those they encounter within their social context is also considered. 
Lastly, the clinical implications will be discussed in terms of one specific model, 
cognitive therapy for delusions, voices and paranoia (Chadwick, Birchwood and 
Trower, 1996). This model will be considered in the light of the emergence and 
maintenance of the symptoms of schizophrenia, the nature of therapy and the 
therapeutic relationship.
The conceptualization of psychopathology has been largely influenced by socio­
cultural factors and has varied considerably over time (Milton, Craven & Coyle,
2010). Since the early twentieth century, the medical model has remained dominant in 
our understanding of human distress, suggesting that mental illness results from a 
biological cause located within the individual and requires medical treatment 
(Golsworthy, 2004). The first detailed category introduced by Kraepelin (1913), was
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schizophrenia. This prototypical category was highly influential in the development of 
classification systems such as the DSM, which has been revised several times.
Familial pattern and the impact o f a diagnosis o f schizophrenia on the individual 
and those they encounter
According to statistics on families and twin studies, one in one hundred people are 
diagnosed with schizophrenia (Gottesman & Erlenmeyer-Kimling, 2001). However, 
over a third of people diagnosed with schizophrenia do not have a first or second- 
degree relative with the same diagnosis. Literature also indicates that onset typically 
occurs between the ages of sixteen and twenty (Brady & Me Cain, 2005). Men are 
usually diagnosed earlier than women and tend to have a poorer prognosis.
Research implies that a diagnosis o f schizophrenia has an adverse effect on the 
individual and those they encounter (Brady & Me Cain, 2005). Symptoms such as 
hearing voices have been reported as highly distressing. Thus severe emotional 
disturbance is common (Fowler, Garety & Kuipers, 2000). Evidence for cognitive 
impairment amongst individuals with schizophrenia has also been found (Kuperberg 
& Hecker, 2000). People may also be significantly affected in a number of social and 
occupational contexts and could experience stigma as a result.
The literature suggests that caring for a family member diagnosed with chronic 
schizophrenia has adverse effects on family life (Brady & McCain, 2005). This 
research has found that families often experience stigma, minimal social support, 
confusion and grief. Although research on the impact o f schizophrenia on family life 
and the individual may provide some insight, it must be kept in mind that diagnostic 
labels can lead to preconceived ideas about an individual’s experience (Greenwood, 
2008); in fact individuals will differ in their phenomenological experiences o f 
distress.
Diagnostic criteria for schizophrenia
According to the current version of the DSM-IV-TR (A?A, 2000), for a diagnosis of 
schizophrenia, three of the following criteria must be met:
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A. Two^ o f  the following fo r  at least one month:
• Delusions
• Hallucinations
• Disorganized speech -  • —
• Grossly disorganized behaviour or catatonic behaviour
• Negative symptoms
B. Significant impact on daily functioning
C. Significant duration: A t least six months
’^ Only one o f  ‘A ’ needed i f  delusions or hallucinations are severe (American 
Psychiatric Association, 2000; p312).
Many question the validity of a diagnosis of schizophrenia (Bentail, 1990; Boyle, 
1990). However, it is important firstly to understand what criteria make a diagnosis 
valid. Diagnostic categories can be considered valid if  the following can be found:
1) Symptoms cluster together,
2) Clear cause is established,
3) The course of the ‘disorder’ is predictable
4) Responses to treatment are similar.
Each of these criteria will now be addressed to ascertain whether ‘schizophrenia’ is a 
valid diagnosis. Firstly, symptoms in schizophrenia do not cluster together because 
different people can present with different experiences. Some symptoms also appear 
in other disorders (e.g. bipolar disorder, McGlashan, 1987) in the DSM-IV-TR (APA, 
2000), which typically results in co-morbid diagnoses. No clear cause has been 
established in the aetiology of schizophrenia though many factors (e.g. childhood 
abuse, MacMillan et al., 2001) have been identified. The course of schizophrenia is 
also difficult to predict. Lastly, many fail to respond to one specific form of treatment.
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For instance, different rates of effectiveness have been found in response to 
medication (Fowler et ah, 1995) and to therapies such as CBT (Wykes et ah, 2008). 
Therefore, can schizophrenia be considered an ‘illness’ when little is known about the 
aetiology, prognosis and treatment? This suggests that the label is an invalid diagnosis 
because it cannot help clinicians better treat and understand ‘schizophrenia.’
Although the diagnosis of schizophrenia can be problematic, this can be useful and 
remains relevant to current debates over classification generally. One perspective is 
that classification is important because it facilitates common understanding between 
different professionals working in a variety o f fields such as legal settings (Millon, 
Blaney & Davis, 1999). Medical authorities and insurance companies also require a 
diagnosis before treatment is offered (Read, Mosher & Bentall, 2004). Classification 
could also provide a normalizing experience for some people because others have 
received the same diagnosis (Golsworthy, 2004).
Others have highlighted various problems in using standard classification systems in 
reference to schizophrenia. The prototypical classification of schizophrenia (based on 
inferences about behaviour) had adverse psychological and social effects on the 
individual (Bentall, 2003). Most significantly, it has contributed to the development 
of a ‘man-made’ classification system based on the subjective opinion o f an ‘expert’ 
(Milton et al., 2010). For example, early accounts o f schizophrenia suggest that 
‘treatment’ was an attempt to normalize deviant behaviour judged by the ‘expert’ 
(Bentall, 2003). Homosexuality was seen as a mental disorder until the introduction of 
DSM III (1980). This element of subjectivity could account for poor inter-rater 
reliability amongst professionals on diagnosis (Bentall, 2003) because people are 
separate and autonomous individuals who interpret the world differently. The 
perception of normal and abnormal behaviour is also likely to differ between cultures, 
which further undermines the reliability, and validity o f diagnosis (as seen with the 
over-diagnosis of schizophrenia in the African Caribbean population in the UK: 
Sharpley, Hutchinson, Me Kenzie & Murray, 2001). Therefore, is ‘psychopathology’ 
something that can be defined and does classification remain intact to maintain the 
status quo of ‘experts?’ (Milton, et al., 2010).
The use o f classification systems also conflicts with the philosophy of counselling 
psychology because it ignores individual differences, minimizes the importance o f an
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individual’s phenomenology and fails to appreciate socio-cultural factors 
(Golsworthy, 2004). People are grouped together depending on their ‘illness’ and 
given the same treatment. This may create further distress because the ‘problem’ is 
located within the individual and not in the social context in which the problem has 
developed, thus ignoring individuals’ subjective experience and relationship with 
distress is neglected. Within counselling psychology there is a greater emphasis on 
understanding the person’s subjective experience o f distress within an interpersonal 
therapeutic relationship (Golsworthy, 2004).
The problems of using standard psychological classifications, especially in relation to 
the diagnosis o f  schizophrenia, have had a significant impact on clinical practice. 
During the late 1980s and early 1990s there was a shift from syndrome to a focus on 
specific psychotic symptoms because psychotic experiences were placed on a 
continuum with ordinary experience (Strauss, 1969). This has contributed to the 
subsequent development of various symptomatic models in cognitive behavioural 
therapy (CBT). This is confusing to the novice therapist and can raise some anxiety 
about the process of therapy. One model, which 1 have chosen to explore how a 
therapist might work with psychosis, is cognitive therapy for delusions, voices and 
paranoia (Chadwick et al., 1996).
Cognitive therapy for delusions, voices and paranoia (Chadwick et al, 1996)
This model (Chadwick et al., 1996) aims to normalize the symptoms of psychosis and 
only offers therapy to clients who are distressed by their experience. It is based on the 
basic premise of the CBT model of distress (Beck, Rush, Shaw & Emery, 1979), 
which suggests that it is the meaning that client’s attribute to their symptoms that 
causes distress and not the symptoms themselves. Within this approach an ABC 
(activating event, beliefs and consequences) framework explores a client’s beliefs 
about events, which are then related to schemata and distress. A person-centred 
therapeutic relationship (Rogers, 1957) is seen as a necessary prerequisite to the 
delivery of cognitive tools. This may enable the therapist to relinquish possible 
preconceptions about diagnostic labels, which allows the therapist to enter into the 
client’s worldview (Greenwood, 2008).
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Cognitive therapy for delusions, voices and paranoia (Chadwick et al., 1996) assumes 
that these symptoms emerge as a result of early developmental experience. For 
instance, this theory suggests that persecution paranoia (a tendency to attribute blame 
to others and see the self as a victim) develops as a result o f a neglectful and critical 
parent. This causes the person to form an insecure sense of self and become other 
focused (narcissistic). On the other hand, punishment paranoia (where one usually 
attributes blame to self and good to others) develops as a result o f an over-controlling 
parent. This leads to the development of an alienated self that avoids others through a 
constant fear that others will punish their ‘bad’ self. Therefore early experience 
related to either a lack of attachment or autonomy results in the development o f 
negative person evaluations. These evaluations are global and stable and associated 
with distress. Consequently, this model suggests that the individual develops an 
interpersonal style to avoid the repetition of past trauma. However, significant life 
events that cause distress may trigger negative schemata and the emergence of voices 
and delusional thinking that protect the individual from specific threats to the self. 
Evaluations about their experience are maintained by various cognitive biases and 
assumptions (Beck, 1976) and the individual’s interpersonal style (Chadwick et al., 
1996).
Before therapy can begin, Chadwick and colleagues (1996) suggest that the therapist 
needs to build a safe and collaborative relationship because some clients may be 
suspicious of others as a result of previous trauma. Some clients could also find 
interpersonal situations difficult because they may be socially isolated or 
hypersensitive to rejection. This may result in a premature termination o f therapy if  
the therapist fails to convey empathy and unconditional positive regard especially 
with clients experiencing persecution and punishment paranoia. This model also 
implies that the therapist must monitor his or her own dysfunctional thoughts, the 
therapeutic process and the client’s beliefs about therapy because they will affect the 
therapeutic relationship. According to this approach, the therapist must also explain 
the rationale for exploring a client’s delusional thinking or voices (i.e. to reduce their 
distress) to avoid the client feeling that their experience is being invalidated 
(Chadwick et al., 1996).
This particular model suggests that the therapist starts by developing a number o f 
ABC formulations over several sessions to understand and validate the client’s
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experience (Chadwick et al., 1996). An ABC formulation typically involves the 
therapist asking the client to focus on one specific event (an ‘activating event’) that 
has caused them some distress. The ‘activating event’ is then used to identify the 
‘consequences’ (emotional and behavioural) for the client. After identifying an 
‘activating event’ and the ‘consequences’ the therapist can then enquire about the 
client’s ‘beliefs.’ Key ‘hot cognitions’ (repetitive beliefs) associated with distress or 
impact on the quality o f life must be identified. With voices, four types of beliefs 
surrounding the hallucination are critical in determining a person’s level o f distress: 
the voices’ identity, power, purpose and beliefs about obedience and disobedience. 
With delusions, the therapist needs to explore the client’s level o f conviction, 
preoccupation and when the delusion originally formed. Trigger cues that result in the 
emergence of voices or delusional thinking are also significant because they may be 
related to client’s interpretation of threat. Following an ABC formulation, beliefs are 
used to assess core evaluations of self and other in context of developmental history 
to uncover the function of their voice or delusion and/or paranoia. For instance, the 
delusion may protect the individual from the threat of negative evaluations of the self 
and thereby serve to maintain their self-esteem (Chadwick, et al., 1996).
Delusional thinking (and/or paranoia) and voices can be challenged in various ways 
(Chadwick et al., 1996). The therapist can review events that were inconsistent with a 
client’s description of the content of their voice or delusional thinking. The therapist 
could also start to draw out evidence that supports and refutes the client’s beliefs and 
enquire about alternative explanations that might fit with the identified belief. 
Behavioural experiments can also be used to test a client’s evaluative beliefs about 
their experience. In behavioural tasks, the therapist and client choose one specific 
belief and one task that will test this belief. The client’s predictions about the outcome 
and the evidence that will either support or refute their belief need to be established 
beforehand. Potential barriers and possible solutions are also important to discuss 
with the client. Shame attacking tests (that encourage the client to deliberately fail or 
look foolish) can also help the client to challenge their beliefs about their experience 
(Chadwick, et al., 1996).
There are many strengths and limitations of cognitive therapy for delusions, voices 
and paranoia (Chadwick et al., 1996). The model is based on a theory o f the person 
which makes reference to the individual’s psychological vulnerability and subsequent
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interpersonal style. However, as the authors argue, the model suggests little regarding 
the genesis and maintenance of these symptoms and is not comprehensive enough to 
capture the range o f experiences with which clients can present. For instance, why 
should a person with a neglectful parent develop these symptoms and not 
‘depression?’ What if  a client’s symptoms cannot be related to their developmental 
experience? How would the model compensate for this? Furthermore, can the 
function o f delusions or voices change over time?
Reduced distress with voices and delusions can improve a client’s quality of life, but 
is it ethical for the therapist to reduce a client’s symptoms when it may increase their 
distress (Chadwick et al., 1996)? Alternatively, is it right to withhold treatment 
because o f the therapist’s reservations about the possible impact of therapy on the 
client’s wellbeing? This suggests a need to explore the therapeutic process especially 
in relation to issues of transference as well as the clients’ and therapists’ beliefs about 
therapy. The therapist must also be careful that cognitive tools are not used in a way 
that hinders the therapeutic relationship. Lastly, this model presents little information 
on the process of therapy with a client presenting with psychotic experience and 
cognitive impairment (Kuperberg & Hecker, 2000). At my placement, I have found 
that a slower pace of therapy and the repetition of information have been helpful for 
one particular client. However, I have felt anxious about using this model of therapy 
because the client has struggled to identify the emotions and beliefs associated with 
her experience.
In light of the various strengths and limitations of cognitive therapy for delusions, 
voices and paranoia (Chadwick et al., 1996), Chadwick (2006) has developed a 
person-based cognitive therapy (PBCT) for psychosis. It upholds various features of 
the original model but places greater emphasis on the therapeutic relationship, the 
therapeutic process and provides a more detailed concept of the self and the role of 
meta-cognition in understanding distress. Experiential tools such as mindfulness have 
also been adapted for psychosis within PBCT. A therapist could use this integrative 
approach to explore a wide range of experiences, though a novice therapist may need 
further training to use this approach. If a therapist wants to remain with the original 
model, an integration o f mindfulness may be beneficial in changing a person’s 
relationship to unpleasant experiences. Research has found that mindfulness has
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significant pre-post improvements in psychological wellbeing (Chadwick et al, 2009) 
and may halve re-hospitalization rates (Bach & Hayes, 2002).
Conclusion
The subjectivity of classification suggests that there is no ‘valid’ way to diagnose and 
that it largely results from our human need to categorize and make sense o f the world 
(Golsworthy, 2004). Diagnostic labels such as schizophrenia are socially constructed 
and therefore provide a problematic understanding of the concept of 
‘psychopathology. ’ They ignore individual differences and the phenomenological 
experience of the person (Boyle, 1990). Thus it could be argued that classification has 
survived especially within westernized capitalist societies because it validates the 
nature o f psychiatry, the use o f pharmaceutical companies’ products and social 
control (Read et al, 2004). Some may also argue that classification could be 
reinforced by the same agenda that regulates gender, race and sexual identity (Milton 
et al., 2010). Others might suggest that it enables individuals to ignore the impact of 
early developmental experiences and/or socio-cultural factors on the development of 
their distress. This could absolve individuals of their responsibility for managing 
difficult aspects of their life, which then manifests itself through their ‘illness.’
Classification may have a detrimental impact on clinical practice if  the therapist fails 
to appreciate that problems can arise from using diagnostic labels if  they make 
assumptions about the client’s experience (Greenberg, 2008). It is important that the 
therapist is able to relate to the person and not the ‘problem.’ Cognitive therapy for 
delusions, voices and paranoia (Chadwick et al., 1996) offers one way o f working 
with the positive symptoms of schizophrenia and attempts to formulate a theory of the 
person. However, as a counselling psychologist, I believe the therapeutic relationship 
and the exploration o f the client’s subjective worldview remains key to working with 
clients presenting with a range o f psychotic experiences (Golsworthy, 2004).
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Therapeutic Practice Dossier
Introduction to Therapeutic Practice Dossier
This dossier contains information on my therapeutic practice over the last three years. 
A description of each placement during my training will be presented. In addition, this 
dossier contains my final clinical paper, which is a reflective account o f my personal 
and professional development as a counselling psychologist.
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Clinical Placements
Over the last three years 1 have worked in three different NHS placements. A brief 
description of the various placements including the type and duration and client 
population and type of supervision will be given. Every year, two process reports 
were written and a log book of each placement was kept.
First year placement: Humanistic/integrative psychological therapy
My first year placement involved working with a private company under contract 
with the NHS, which provided services to clients from local GP surgeries. The private 
company specialized in providing predominantly short-term cognitive behavioural 
interventions for psychological problems such as depression, anxiety, obsessive 
compulsive disorder and phobias including group cognitive behavioural therapy 
(CBT) and computerised CBT. Individual therapy was also provided which adopted a 
predominantly humanistic orientation (elements of CBT could be integrated if  it was 
suitable for individual client needs). Clients were generally referred by their GP or 
could self-refer. On referral, telephone assessments were conducted by graduate 
mental health workers or by psychological therapists. Generally clients had the option 
to access online help (CCBT) immediately, wait three months for group CBT or be 
placed on a waiting list for up to a year to commence individual therapy. This service 
offered brief individual therapy for adults experiencing mild to moderate 
psychological distress (as measured using clinical outcomes in routine evaluation 
(CORE) questionnaire) and accepted referrals for clients aged eighteen to sixty-five 
years. The contract for individual therapy was usually limited to six to eight, fifty- 
minute weekly sessions as agreed with clients. More sessions could be allocated if  
both the client and therapist were in agreement. At the end of therapy, clients were 
also administered another CORE form to monitor their levels of psychological 
distress which was then recorded by the service.
My placement was based within two GP surgeries. 1 had individual supervision with 
an integrative psychological therapist who was mainly CBT focused in her approach. 
1 was able to work with clients of different ages, genders, socio-economic 
backgrounds and ethnicities. These clients presented with various psychological
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difficulties such as relationship problems, depression, anxiety, insomnia, 
bereavement, difficulties in adjusting to health-related conditions or disability, low 
self-esteem and work-related stress. I was required to comply with placement policies 
with regard to confidentiality, note-taking, written and verbal reports as well as 
liaising with other professionals involved in my client’s care. For example, once 
clients were discharged, a letter was written to the GP informing them of my 
assessment, formulation and treatment plan, as well as information about the progress 
and outcome of therapy.
During this placement I learned the significance of providing therapy within the 
context of a warm, accepting and congruent therapeutic relationship. I was also able 
to gain greater confidence in my ability to tolerate feelings of uncertainty as a 
practitioner.
Second year placement: Psychodynamic and cognitive analytic therapy
My second year placement was based at a secondary care NHS psychotherapy 
service. The service consisted of a consultant psychiatrist (trained in Jungian 
analysis), a group cognitive analytic therapist and a psychodynamic psychotherapist. 
This service offered various forms o f time-limited or long-term psychotherapy such as 
individual psychodynamic psychotherapy, art psychotherapy, cognitive analytic 
psychotherapy (CAT) and group analytic therapy. Clients were usually referred by 
their GPs or by community mental health teams (CMHTs). A consultant psychiatrist 
or psychotherapist initially assessed clients and then referred to them to a specific 
type of therapy, which was deemed appropriate for the client (depending on their 
presenting problems and their capacity for self-reflection). Following this, clients 
were allocated to a waiting list until a vacancy arose (which was usually three 
months). Clients presented with a range of moderate to severe psychological 
difficulties including narcissism, borderline personality disorder, depression, anxiety, 
relationship difficulties and bereavement.
During this placement, I was required to provide individual psychodynamic 
psychotherapy and individual CAT therapy. Within psychodynamic therapy, clients 
were usually offered one weekly, fifiy-minute session, which was extended over the
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course of the year. Alternatively, CAT consisted of one weekly, fifty-minute session 
over a sixteen-week period. With regard to supervision, I had weekly group 
psychodynamic supervision, bimonthly individual psychodynamic supervision and 
weekly individual CAT supervision. My experience at this placement highlighted the 
importance of the transferential and countertransferential relationships and the 
significance of my use of self. Within group supervision, I was required to present 
verbatim or transcripts of recorded sessions of different clients to a consultant 
psychiatrist, trainee psychiatric staff and another counselling psychology trainee. 
Client presentations helped to increase my confidence in my ability to communicate 
to other health professionals and to be open to differing perspectives on my client’s 
presenting problems.
Third year placement: CBT approach/integrative therapy
My placement was based at a secondary care NHS recovery team service. The 
service consisted of a multidisciplinary team of health professionals such as social 
workers, occupational therapists, psychotherapists, consultant psychiatrists, junior 
doctors, psychologists, an employment specialist, mental health nurses and support 
workers. This service is usually for clients presenting with severe to enduring mental 
health problems. This service offers various day care services and group interventions 
usually predominantly from a CBT perspective such as anger management, managing 
low self-esteem, eating distress group. Other programs such as STEPPS and 
STAIRWAYS, which are specifically designed for people with borderline personality 
disorder, were offered within the service. Other recreational activities designed to 
help people cope with distress and integrate back into community life such as Tai chi 
can also be accessed.
Clients were usually referred to the service by their GPs or other community mental 
health teams. Following this, psychiatrists or mental health nurses assessed clients 
who could then be referred to the psychology department in a team meeting. In the 
psychology department, I worked with a chartered counselling psychologist (my 
supervisor) and a trainee clinical psychologist. I received weekly supervision. My 
supervisor and I would discuss clients who were suitable for individual therapy. I 
would then offer clients an assessment session (s) (usually between one and three
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sessions) to assess issues of risk, client history and information about their present 
circumstances. Clients were usually given psychometric tests specific to their 
difficulties (e.g. Yale-Brown obsessive compulsive scale (Y-BOCS) for obsessive 
compulsive disorder; assessment forms measuring the severity of eating disorders; 
CORE questionnaires). Clients were then offered one weekly, fifty-minute session, 
which was extended over the course of the year. Although I attempted to offer an 
integrative approach to therapy (a predominantly CBT approach with psychodynamic 
insight and humanistic principles), I was nevertheless able to assess and formulate 
clients from a CBT perspective. I worked with a range of clients experiencing long- 
term psychological difficulties such as schizophrenia, anxiety, obsessive-compulsive 
disorder, borderline personality disorder, eating difficulties, depression and 
relationship problems. I was also required to attend care plan meetings with care co­
coordinators and psychiatrists for various clients. I also co-facilitated an ‘eating 
distress group’ for clients with bulimia and a STAIRWAYS group.
Whilst at placement, I was also allocated several clients whom I had to assess using a 
personality questionnaire known as the Millon Clinical Multiaxial Inventory-Ill 
(Millon, 1994). This questionnaire is an instrument, which measures twenty-four 
personality disorders and clinical syndromes. It is usually offered to assist with 
clinical diagnosis and to help practitioners formulate a treatment plan for clients. 
Initially, I offered clients two or three assessment sessions (each lasting for fifty 
minutes) in which I gathered relevant information on their history and present 
circumstances. I also used these assessment sessions to complete the questionnaire 
with the client and to clarify any difficulties. During this time, I was closely 
supervised. My supervisor and I generally discussed the results of the questionnaire in 
relation to the client’s background. A third or fourth session was usually arranged for 
joint feedback (which my supervisor and I attended) with the client. I was required to 
provide a report on each client who was assessed including an account o f the clinical 
impression (as discussed with my supervisor) and the outcome recommended.
In this placement, I also had to comply with placement procedures and policies. For 
example, I had to attend a team training day and was trained in using the web eCPA 
online electronic client file system. I also attended various business meetings.
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Additional third year placement: Peer support group for parents with children with 
learning disabilities (held only on Saturdays 10-12, followed by one hour supervision 
with a chartered counselling psychologist).
I attended an additional third year placement where I had to work outside o f the usual 
one-to-one session by trying to encourage parents with learning disabilities to attend a 
peer support group. This was a new placement set up by a previous graduate in 
collaboration with the counselling psychology department at Surrey University. I was 
required to build a rapport with parents and show them to another room where the 
group was held whilst their children attended various sports activities. This was 
particularly challenging, as it required sensitivity to the client (some clients were 
anxious about leaving their children), context and organizational situation in order to 
understand their needs and engage with them. Sometimes organizational problems 
(e.g. room cancellations) made it difficult to form a rapport with this client group, 
however, after continued perseverance, some parents began to attend a peer support 
group. On other occasions, I was also able to approach parents and explore their 
difficulties outside of the group, which proved more beneficial. Due in a change in 
personal circumstances, I was only able to work there temporarily (eight hours) but 
felt this was an interesting placement that required me to use a range o f skills (self- 
reflection, social skills, assessment skills, commitment, awareness o f setting) as a 
practitioner to engage clients in a more unusual and challenging way.
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Final Clinical Paper
The unknown journey towards self-discovery and ultimately, a new lease of life
In this paper I will provide an overview of the highlights of my journey in becoming a 
counselling psychologist by loosely associating it with T.S. Eliot’s (1927) “Journey 
of the Magi” (See Appendix 1). The poem captures the perspective of one magus on 
his journey to see the birth of Christ In the poem, the magus realizes that although the 
journey was long and arduous, it has changed his life forever. Instead of expressing 
hope over the joy of a new life, he seems resigned to the fact that his changed outlook 
has contributed to a dying of his old self. This mystical experience is seen as a failure 
and the magus is happy to sacrifice to a physical death away from a world that 
advocates his old life of “silken girls.” There are significant parallels and differences 
between the journey o f the magi and my journey towards becoming a counselling 
psychologist, which I will briefly address and expand upon later.
This experience has led to greater growth and development and a deconstruction of 
myself, which at times has been painful, challenging and exposing. However, I firmly 
believe in the old cliche o f ‘no pain no gain’ and that without suffering, there can be 
no triumph. Words cannot express the joy that I feel about how my progress towards 
self-discovery, psychological theory, clinical practice, supervision and excellent 
teachers have contributed to the emergence of a new sense o f self on both personal 
and professional levels. So without further delay, let us take a closer look at my 
journey.
First year: Journey into the unknown
Like the magi, I was embarking on a journey into unknown territory and was not sure 
what to expect or where the journey would take me. I had a clear destination in mind, 
but this was a period when I would be required to rise to the challenges that lay ahead 
and to adapt to the road that lay before me. I remember being terrified by the prospect 
o f having to sit with the uncertainty o f what might evolve between the client and me. 
There was no structure but the space and time between us.
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My first year placement was with two GP surgeries within primary care, where I 
offered brief therapy for a range of psychological problems. Initially, clinical practice 
evoked feelings of vulnerability and a lack o f self-confidence that had become more 
salient since starting the course. This was a painfiil experience in which I learnt that 
through the use of supervision and personal therapy that this experience would 
challenge underlying detrimental patterns that had constricted me for far too long. The 
idea of bracketing (focusing on the client’s material rather than being too internally 
focused on my feelings) was also particularly useful. Here Bion’s (1974) comment 
that “in every consulting room there ought to be two rather fi*ightened people” was 
helpful because it entices therapists to leave theory and premature interpretation 
outside the consulting room. This experience was crucial because I need to be 
comfortable with not knowing and focus on the client and what may emerge in the 
emptiness between us.
My confidence in my clinical practice grew and it set the wheels in motion for 
personal change both as a practitioner and as an individual in my relationships. Most 
significantly, personal therapy demonstrated how meaningful human connection, 
unconditional positive regard, congruence and empathy (Rogers, 1957) are and these, 
together with an awareness of transferential issues had changed my life for the better. 
Ongoing self-discovery has contributed to the development o f ethical practice (as I 
am aware of how clinical material can be affected by personal issues) and has allowed 
me to adopt some Rogerian principles (1957), which I highly value within the context 
of therapy.
One of my clients whose work illustrated for me the value of just ‘being’ was Mr R 
(who will be referred to as Tom),  ^ a fifty-one year old man who experienced low 
mood and low self-esteem. Tom revealed that his childhood experiences had inhibited 
his physical and emotional expressiveness, which had subsequently affected close 
significant relationships. He had also pursued various careers that had reinforced his 
need to suppress his emotions and desire for physical affection. I formulated that Tom 
had formed an avoidant attachment style (Bowlby, 1969) that had encouraged an 
inhibition of emotion and a focus on academic achievements to maintain his self­
esteem. Societal beliefs about men were seen as being relevant in reinforcing this
1 All clients have been given a pseudonym to protect their identity.
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message especially during his early schooling (Scaverien, 2004). Although my 
practice was informed by psychodynamic ideas, I found that the Rogerian core 
principles of empathy, congruence and unconditional positive regard (Rogers, 1957) 
were crucial in enabling us to explore how his difficulties were an overt expression of 
his desperate need to be emotionally and physically authentic.
My work with Tom allowed me to critically self-refiect on how his intelligence and 
relatively high status had impacted on the quality and dynamics of our relationship. 
Although I felt touched by his vulnerability (perhaps because it mirrored my own) and 
was aware that he had evoked in me feelings of inadequacy, I endeavoured to bracket 
how I felt because I wanted to be fully present with the person before me. The first 
year viva highlighted that I had at times colluded with him in the session, but also that 
I had managed to challenge sensitively and convey a deep empathie understanding.
At the end of therapy, Tom said that he had valued our time together because he had 
been emotionally vulnerable within a non-judgmental environment. He, was also able 
to be more authentic in his relationships and had made changes within his social life 
that had previously left him feeling “incomplete.” For me, I learnt the importance of 
self-reflection in providing greater awareness of the therapeutic process and 
relationship.
During my first year, I learned to appreciate the experience of being with clients on 
their journey and the meaning-making that they attributed to their difficulties. I found 
that being respectful, empathie and non-judgmental could encourage the exploration 
of negative affect, allowing clients to construct their own reality (Rogers, 1942). This 
fundamentally allowed some clients to move closer to their self-actualizing potential, 
fi-eeing them from the constrictions of needing to conform to certain expectations. 
Although Rogerian principles (1957) have remained at the core of my practice, my 
attraction to psychodynamic theories meant that I more than welcomed the transition 
into second year.
Second Year: Greater insight into fellow travellers
My second year marked a change of direction into a different, exciting terrain where I 
gained a greater understanding of fellow travellers. I was nervous but enthused to
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learn about the psychodynamic approach as my early experiences had taught me how 
dyadic relationships could impact upon one’s life. Not surprisingly, I became attracted 
to various ideas such as that of attachment (Bowlby, 1988), false self (Winnicott, 
1960), projective identification (Klein, 1946) and narcissism (Kohut, 1980). In 
hindsight, I was primarily drawn to these theories because of my early unmet needs 
where I had assumed a precocious position in childhood.
As a child I had become a carer to my mother and was attuned to the internal needs of 
others due to my possible lack of mirroring and idealization (Kohut, 1980). I became 
aware that my need to care for others perhaps represented an unconscious wish to 
help myself (the ‘wounded healer,’ Jung, 1963) and had drawn me into this 
profession. In turn, this has allowed me to develop a deep empathie understanding of 
others because I am aware of my difficulties and the potential for recovery fi"om 
distress. Clearly, my experiences and personality shape some of the ideas that I have 
adopted within clinical practice.
My placement was based at a secondary care psychotherapy service. I was fascinated 
by how unconscious meaning could be derived from dialogues about every-day 
encounters. I was intrigued by my supervisor’s teaching that parallels could be drawn 
between the client’s past, present and the therapeutic relationship (Hinshelwood, 
1995). During therapy, I leamt the importance of my use of self in understanding 
transference and countertransference. I was excited when learning how a dialogue 
between the unconscious and conscious mind could lead to greater insight because it 
transformed an individual’s worldview. Although I was on the second part of my 
journey, it was important to incorporate Rogerian principles (Rogers, 1957) to 
establish a therapeutic relationship. This set the scene for making interpretations 
about deeper unconscious relational processes.
A client who offered great insight into the importance of addressing 
countertransference and transference issues was Mr A (who will be referred to as 
Antony), a twenty-eight year old man. He was experiencing depression following the 
breakdown of a recent relationship. He had always experienced a difficult relationship 
with his mother in which she was described as being “manipulative.” During his 
childhood, he revealed that he often protected his mother from his stepfather’s violent
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temper. He had also pursued relationships where he was either emotionally or 
physically abused.
In the context of therapy, we discussed how Antony had leamt to suppress his 
emotions and had developed a self-reliant attitude (avoidant attachment style, 
Bowlby, 1969). We also explored how he re-created his early dynamic through a 
negative maternal transference in his relationships with women who mistreated him. 
This confirmed his internal representations in which intimacy was unconsciously seen 
as unsafe (Schaverien, 1997) and others were perceived as untmstworthy 
(Bartholomew & Horowitz, 1991). Thus Antony appeared to present a coping 
intellectualized persona (false self, Winnicott, 1960), which prevented him from 
disclosing to others how emotionally vulnerable he felt.
During therapy, Antony missed several sessions, attributing this to work 
commitments, which left me feeling irritated. Although he was able to be emotionally 
vulnerable, he would miss subsequent sessions and on his return, would be passive 
aggressive as he devalued the therapy. I used supervision as a fomm to explore my 
relationship with him.
In supervision, I became aware that my position as a female therapist might have 
evoked a strong negative maternal transference in which Antony was fearful of 
becoming intimate with me in case I ‘abused’ him like other women. Thus it seemed 
that he struggled to be emotionally vulnerable perhaps perceiving me as being in 
control. Consequently, he often commented that he wanted structure, advice and 
reassurance, which could have allowed him greater control over the sessions. This 
presented a dilemma for working within this approach because he experienced my 
lack of advice and direction as uncaring, which would be consistent with his internal 
representation of women. We also discussed how he often set up a dynamic of 
rejecting me first so that I would reject him. During therapy, Antony also requested a 
change in the time of the sessions on two separate occasions. I agreed to change the 
time on one of these occasions but Antony continued to disengage. Although a 
therapist should demonstrate some flexibility, I think that he was unconsciously 
testing whether I could be available when he needed me. He eventually terminated 
therapy after having attended ten sessions out of a possible twenty-nine.
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I learned a great deal from my experience with Antony. I understood that I could have 
explored his negative maternal transference in greater detail as well as his feelings 
about intimacy and connection. In supervision I was able to address how my lack of 
experience at that time and my gender may have been potentially too threatening for 
him (which was supported by his request to have a male therapist at the end of 
therapy). Our similarity in age could have also unconsciously conflicted with his need 
for a mother figure that would reassure and comfort him. It also provided greater 
insight into how therapists need to tolerate the ‘acting out’ that clients may re-enact 
within therapy to create a reparative experience for the client (Meams & Cooper, 
2003).
Antony’s case presents the stark reality of therapy. It led me to consider how I will 
engage with potential clients who may be absent, uncaring or aggressive towards me. 
In addition, service limitations may be problematic for clients presenting with these 
psychological difficulties. Lastly, supervision highlighted the importance of the 
transference relationship and what role I may be cast into by the client.
Another client who helped develop my understanding of complex relational processes 
was Mrs M (who will be referred to as Mary), a forty-three year old woman who 
suffered with chronic fatigue syndrome, depression and obsessive tendencies. She 
attributed her difficulties to a “traumatic childhood” in which she had spent the 
majority of her time in hospital. At a young age, Mary was more concerned about her 
mother’s feelings than her own distress and would suppress her feelings. When she 
was at home, her father seemed to suppress Mary’s expression of her individuality. 
She was also having problems in tolerating separation and loss in her current 
relationships. It seemed that from an early age Mary had formed a fragile sense of self 
and established enmeshed relationships to provide her with a reliable identity (Kohut, 
1980).
I sought to provide Mary with a warm and empathie environment and was aware that 
she might want me to fulfil earlier unmet needs of idealization and mirroring. I also 
wanted to provide a reparative experience in which difference could be tolerated and 
that our relationship could survive as a result. Although I was initially keen to make 
‘correct’ interpretations, I leamt to be confident in staying with my hypotheses until 
an opportunity presented itself.
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During therapy, sensitive challenging allowed Mary to be aware o f how her early 
experiences had made it difficult for her to establish her individual identity. Mary was 
also able to express different opinions within therapy, which seemed to translate to 
other relationships. She was also keen to develop her interests. Finally, she disclosed 
that her ritual behaviours had reduced.
In my clinical work, I also became aware o f concepts such as projective identification 
(Klein, 1946)^, which seemed to become alive in therapy. In my work with one client, 
I had vivid nightmares that convinced me that he was projecting disavowed aspects of 
his experience from his childhood into me. In supervision, as I started to describe one 
nightmare, my supervisor advised me to explore this in personal therapy. I realized 
that I was using the concept as a defence to attribute my emotional disturbance to the 
client. It became clear that my identification with aspects o f the client’s history had 
resonated with unresolved conflicts from my childhood. Thus it is crucial that I 
continually monitor my practice to avoid becoming a ‘blank screen,’ where 
everything is seen as relating to the client or to avoid projecting my issues into the 
client (Eagle, 2000). Therapists not only need to be aware of their subjective 
experience but also need to utilize supervision, peer consultation, personal therapy, 
theory, technique and insight to inform their therapeutic practice (Whipple, 1986).
During placement, I was also exposed to Cognitive Analytic Therapy (CAT, Ryle, 
1990) which places an emphasis on ‘doing therapy with’ the client. Useful diagrams 
effectively captured how presenting issues could stem from emotional and 
behavioural coping strategies developed in childhood. The therapeutic relationship is 
crucial for therapeutic change because it focuses on changing maladaptive processes 
that prevent people fi*om moving forwards in their lives. This provides people with a 
choice over whether they continue to re-enact old patterns. Although I had to assume 
a more active stance in comparison to the psychodynamic approach, it was an exciting 
opportunity to work with deeper underlying complex processes in a way that was 
easily digestible to both the client and me.
2 The interested reader may refer to the academic dossier for an essay entitled ‘What 
are the difficulties of using projective identification in the analytic encounter?’
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As I approached the end of second year, I became aware that my path was taking 
another dramatic turn due to a change in therapeutic approach and I wondered, 
perhaps like the magus, whether I was on the right path?
Third year: On the right path?
As the magus looked at the path that lay before him and was aware that his journey 
was coming towards the end, I wondered whether he experienced some anxiety about 
what his life would be like after he had visited the birthplace of Christ. Had he 
travelled along the right path? Would it be the birth that he had hoped for? Would the 
journey have been worth it? Was he prepared for what he would find? Like the 
magus, I felt anxious about the end drawing near and whether I was prepared for what 
that really meant. I also had some reservations about entering into my CBT year. Is 
CBT really as effective as everyone claims? Would I be able to integrate my 
knowledge from the two previous years? What would the transition from the 
psychodynamic approach to the CBT model be like?
Having been exposed to ‘brief therapy’ and ‘evidence-based practice,’ I approached 
CBT with a cynical attitude. Initially I adopted a stereotypical attitude, regarding CBT 
as something to ‘do to’ the client and was directive in therapy. The transition from the 
psychodynamic model to CBT was difficult as I moved fi"om making interpretations 
to entering into a world of guided discovery within a collaborative relationship 
(Westerly, Kennerley, & Kirk, 2007). I felt uncomfortable with CBT because it 
seemed to reduce a person’s individuality to a simplistic scientific endeavour, I was 
also increasingly frustrated with CBT’s manualised form of therapies for different 
pathologies and found that these models fell short when a client presented with co- 
morbid difficulties.
I soon became concerned that my resistance to CBT model might affect my delivery 
of CBT interventions or my adherence to this approach.  ^ Although a therapist’s 
adherence to a model might be influenced by their personal style, personality, past
 ^Please see the academic dossier for the essay entitled: ‘what factors contribute to 
resistance? How can a therapist manage resistance in clinical practice? Use clinical 
examples if  appropriate.’
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experiences and their assumptions about human distress (Winter, 2008), it was 
important to monitor my resistance to CBT because it might ultimately affect a 
client’s response to therapy and the outcome. Consequently, I realized that I needed 
to incorporate my skills from the previous two years to discover ways o f still ‘being 
with’ my clients to provide a more meaningful application of CBT.
A client who was instrumental in changing my attitude towards CBT was Miss J (who 
will be referred to as Jenny), a twenty-three year old woman who presented with 
obsessive ruminations and compulsive rituals, low mood and self-harming tendencies. 
She described an anxious childhood in which mess was not tolerated. She also 
discussed her early experience o f bullying and how that had contributed to the 
emergence of self-harming behaviours that had an addictive quality. Although various 
psychiatrists had suggested different diagnoses, I focused on Jenny as a person rather 
than on the problems she presented with.
I formulated that Jenny’s early environment may have left her vulnerable to OCD 
because of her mother’s inability to contain her own anxiety and intolerance o f mess 
(Schwartz & Beyette, 1996). I also hypothesized that her mother may have been 
critical about any judgments or messy behaviour that Jenny made as a child which 
could have left her feeling as though she was ‘bad.’ Thus Jenny appeared to suppress 
critical thoughts and channel her anxiety through compulsive behaviours. Her early 
experience of bullying was also significant in the aetiology of her OCD, depression 
and low self-esteem because it maintained her negative self-image (Beck, 1995). We 
also discussed how her experiences had contributed to underlying beliefs o f 
worthlessness, high standards of perfectionism and the need for control as well as a 
general mistrust o f others. In turn, her obsessive and ritualistic behaviours seem to 
have reinforced these beliefs and maintained the nature of her difficulties.
In therapy, we initially focused on a manualised form of therapy for OCD (Hyman & 
Pedrick, 2006; Schwartz & Beyette, 1996) and devised several graded exposure and 
response prevention experiments. She was unable to complete one task, which left her 
feeling that she had ‘failed.’ Consequently she became low in mood and started to 
self-harm. I empathically explored the meaning of failure with her and her low self­
esteem (Fennell, 1998). CBT work booklets on self-esteem (Lim, Nathan & 
Saulsman, 2005) were useful in increasing her self-awareness o f her negative self-
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image and her need to re-evaluate and develop a more balanced self-esteem according 
to her values. We also explored some issues of transference such as her need for 
acceptance and approval from me (as from her mother). During therapy, therapeutic 
strategies were addressed within the context o f a warm, congruent, accepting and 
collaborative relationship.
At present, Jenny has not self-harmed for several months and has coped with 
obsessive thoughts and compulsive urges using various techniques (e.g. mindfulness). 
She has also challenged some of her underlying beliefs that had previously prevented 
her from being assertive in her relationships. Lastly, Jenny has also returned to full­
time employment.
Miss A (Alice) was another client who provided an opportunity to use CBT within an 
integrative approach. Although I predominantly used a CBT model for bulimia 
(Fairbum, 1995), I was able to convey my warmth through my ability to be congruent 
and accepting to help facilitate an acceptance of her. I also used a psychodynamic 
approach to explore underlying relational processes. Alice was a twenty-three year 
old woman who presented with symptoms of bulimia nervosa, low mood and fleeting 
suicidal thoughts. She described difficulties in her relationship with her mother whom 
Alice believed had anorexia. Within the family, food seems to have been used as an 
emotional currency for expressing emotions; for instance, Alice seems to have started 
restricting her food intake (possibly modelled on her mother’s eating behaviour, 
Clopton, Haas & Kent, 2001) at a young age in an attempt to re-establish some 
control.
I formulated that the aetiology and maintenance of her eating disorder was based on 
her need for her mother’s love and approval. However, her loss of control over eating 
ultimately left her feeling ineffective which reinforced her low self-esteem (Fairbum, 
1995). It was also relevant that she had assumed responsibility for the difficulties in 
her parent’s relationship, leaving her to internalize much of the anger she felt towards 
them, which was expressed through her eating problems. Her early environment also 
suggested that she had developed a range of negative core beliefs and mles for living 
(Beck, 1995) which made it difficult for her to be her true self (Winnicott, 1960). 
Consequently, her reliance on high standards of perfectionism and overemphasis on 
her weight, shape and size served to maintain her low self-esteem (Fairbum, 1995).
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She also used bingeing and purging as compensatory mechanisms because she had 
difficulty in tolerating negative affect.
During therapy, Alice was able to integrate some meals into her plan but was still 
restricting her intake. Supervision has highlighted that I need to emphasize recovery 
as a gradual process to avoid repeating earlier dynamics o f her feeling inadequate as 
in her relationship with her mother, which may evoke shame. It has also helped me to 
understand the complexity of eating problems and how important it is to hold on to 
Rogerian principles (Rogers, 1957) because therapy may be challenging and progress 
could be slow.
A brief overview o f the impact o f my placement experiences in developing my 
research interests on lAPT (Please refer to my empirical papers in the research 
dossier)
My interest in LAPT was stimulated by various placement experiences, which 
increased my awareness of how political, cultural and social factors could influence 
my professional development. For instance, as a therapist I felt constricted by service 
limitations and their preferred theoretical approach. Some services also advocated 
CBT to a position of supremacy whilst other therapies were seen as inferior, which 
disregards evidence that different forms of therapy have comparable outcomes 
(Cooper, 1998). I was also exposed to an atmosphere of competition between 
graduate mental health workers and counselling psychologists. I felt that it was 
important for counselling psychologists to remain firm in their identity so that they 
could communicate our values as a profession. Lastly, I also became concerned that 
long-standing services with experienced professionals (my placement) and 
counselling services (Pownall, 2010) were being replaced by lAPT services. This led 
me to wonder whether there would be a place for counselling psychologists in the 
NHS.
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The “birth ” o f a counselling psychology identity
All this was a long time ago, I  remember.
And I  would do it again, but set down.
This set down
This: were we lead all that way fo r  Birth or Death?
There was a Birth, certainly.
We had evidence and no doubt. I  have seen birth and death. 
But had thought they were different; this Birth was 
Hard and bitter agony fo r  us, like Death, our death. 
(Extractedfrom T.S. E liot’s (1927), Journey o f  the Magi).
The magus depicts the journey as long and painful and is able to recognize that his 
life would never be the same again and that his old life had given way to a new 
emerging identity. He depicts the witnessing of the birth o f Christ as satisfactory and 
ultimately negates a new life that could provide hope and instead becomes despairing 
about what life can now offer. In contrast, when I look back at my experience, I am in 
awe of how much I have been able to learn both professionally and on a personal 
level. I feel more self-reflective as a practitioner and as an individual within my 
relationships, understanding my potential impact on others and how others may stir up 
various emotions in me. This course has helped me rebuild on my old anxious, 
unconfident, perfectionist and rigid self. At present, I am still working on my self- 
confidence, but I am more self-caring and accepting. I am also more mindful o f 
patterns that were previously detrimental to my wellbeing such as my need to achieve 
in order to maintain a sense of self-worth.
Throughout the three years many experiences have contributed to my emerging 
identity as a counselling psychologist, including great support, laughter and tears from 
my friends on the course, excellent teaching, supervision, personal professional 
development group sessions and personal therapy. Most importantly, I have felt
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privileged by clients allowing me to accompany them on their journeys towards 
greater awareness and insight. Ultimately they have sculpted my experience as a 
practitioner and have ‘corrected me’ when necessary. This experience has helped me 
value the importance of critical self-reflection, intuition, peer support, supervision, 
clients, theory and research to inform my practice.
I place much value on the therapeutic relationship in predicting outcomes (Cooper,
2008) and being aligned to an integrative approach. At the heart of my practice, I 
strive to incorporate humanistic principles o f acceptance, warmth and genuineness 
(Roger, 1957) to create a place where deeper relational issues and collaborative 
engagement may be used to offer greater insight and thereby instigate change. 
Although I am more instinctively drawn to the importance of early experiences and 
deeper underlying processes, I appreciate the value of having a holistic approach to 
understanding human distress, especially when presented with a diverse range of 
clients.
In a world that demands efficiency and cost effectiveness, it is important to critically 
evaluate therapy outcomes. However, a client’s individual needs should determine the 
type of therapy offered at that time. From a pluralistic perspective, there are many 
models that offer different ways of understanding a client’s difficulties; however there 
is no single truth within such a complex world (McAteer, 2010). Thus as a 
counselling psychologist, it is important that I am able to embrace different theoretical 
approaches but remain firm in my philosophical stance to practice so that therapy is 
not reduced to a ‘quick fix’ and client diversity ignored. I want to be a self-reflexive 
practitioner cognizant of how my personal style, age, theoretical preferences and 
training might influence the worldview I portray to clients and the therapeutic 
process.
Conclusion
The last three years have felt like the longest and most difficult journey that I have 
made; however, they have also been the years when I have experienced the greatest 
growth and development. The training has contributed to my evolving identity as a 
counselling psychologist, while my personal style, personality and experiences have
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also shaped my practice. Although personal therapy has been challenging and painful, 
it has offered continual insights that have allowed greater self-awareness in the 
context of my clinical practice. Personal therapy has also represented a place where I 
can be supported and has allowed me to confront various unresolved issues that have 
limited my life. I hope to continue with personal therapy, as critical self-reflection is 
essential to ethical practice and the process of self-discovery is never-ending and will 
impact on my relationships with clients.
Research, psychological knowledge and clinical practice have also demonstrated that 
external factors can present barriers to the way in which therapists may practice and 
the provision of care that is delivered within services. As an emerging scientist 
practitioner and a member of society, I feel that it is important to be a part of the 
current political agenda promoting access to therapy for the neglected majority. It is 
important that people are able to recognize the effectiveness of a diverse range of 
therapies and the skill set, competencies and supervisory roles o f experienced 
practitioners that have much to offer.
As I look back, I am filled with sadness and excitement because as ‘one door closes, 
another opens.’ I feel sad to be saying goodbye to my friends and the course team, 
however, unlike the magus, I express hope and joy over the new life that is now and is 
yet to come! With great enthusiasm, I welcome the opportunity to develop my clinical 
practice as I leam more about what the world has to offer me and I, the world.
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APPENDIX 1 
T.S. Eliot’s (1927) “Journey of the Magi”
A  cold coming we had o f it,
Just the worst time of the year 
For a j oumey, and such a j oumey :
The ways deep and the weather sharp.
The very dead of winter.’
And the camels galled, sore-footed, refractory.
Lying down in the melting snow.
There were times we regretted
The summer palaces on slopes, the terraces.
And the silken girls bringing sherbet.
Then the camel men cursing and grumbling
And running away, and wanting their liquor and women.
And the night-fires going out, and the lack of shelters.
And the cities hostile and the towns unfriendly 
And the villages dirty and charging high prices:
A hard time we had of it.
At the end we preferred to travel all night.
Sleeping in snatches.
With the voices in our ears, saying 
That this was all folly.
Then at dawn we came down to a temperate valley.
Wet, below the snow line, smelling of vegetation;
With a running stream and a water-mill beating the darkness. 
And three trees on the low sky.
And an old white horse galloped away in the meadow.
Then we came to a tavern with vine-leaves over the lintel. 
Six hands at an open door dicing for pieces of silver.
And feet kicking the empty wine-skins.
But there was no information, and so we continued 
And arrived at evening, not a moment too soon 
Finding the place; it was (you may say) satisfactory.
All this was a long time ago, I remember.
And I would do it again, but set down 
This set down
This: were we led all that way for
Birth or Death? There was a Birth, certainly,
We had evidence and no doubt. I had seen birth and death. 
But had thought they were different; this Birth was 
Hard and bitter agony for us, like Death, our death.
We returned to our places, these Kingdoms,
But no longer at ease here, in the old dispensation.
With an alien people clutching their gods.
I should be glad of another death.
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Research Dossier
Introduction to Research Dossier
This dossier contains three pieces of research. The first piece of research is a literature 
review, which critically evaluates research regarding the practicalities o f the 
‘Improving Access to Psychological Therapies’ (lAPT) programme. The second piece 
of research employed a quantitative content analysis to identify the most prominent 
arguments in favour of lAPT as represented in the relevant literature. The final piece 
of research used Interpretative Phenomenological Analysis (IPA) to explore the 
perceptions of lAPT of recently graduated counselling psychologists looking for 
employment. The objective was to gain insight into how, if  at all, this new scheme 
affects the professions of counselling psychologists.
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Year 1 Research:
Improving Access to Psychological Therapy (IAPT): A quick fix to a
complex problem?
75
Abstract
This literature review evaluates the practicalities of lAPT and covers three main 
themes. Firstly, it presents a critical review o f the existing literature on the integration 
of Graduate Mental Health Workers (GMHWs). Secondly, it examines the available 
evidence on the effectiveness of brief therapeutic interventions (e.g. guided self-help 
and computerised CBT) as endorsed by lAPT. Lastly, the research on experience, 
training and outcome are analysed to ascertain whether this could have important 
implications for the lAPT programme.
Method
A  critical review of existing evidence was obtained by using electronic database 
searches and cross searches.
Results and conclusions
At present, the successful integration of GMHWs into the NHS has been impeded by 
the absence o f national policy, which has led to widespread ambiguity regarding their 
training, management and clinical responsibilities (England & Lester, 2007). 
Evidence for the efficacy of self-help interventions has not been uniformly positive. 
Concerns remain over its cost effectiveness and long-term clinical benefits (Papworth, 
2006). Lastly, there is modest evidence for a relationship between therapist 
experience, professional training and outcome (Roth & Fonagy, 2005). However, this 
needs to be explored further. Future research and implications for clinical practice are 
discussed.
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Introduction
Four million people experience mental illness in the UK with ninety-one percent of 
them being cared for by their GPs (Hague & Cohen, 2005). It has been estimated that 
one in four GP consultations have a mental health component, with anxiety and 
depression being the main causes (Goldberg & Bridges, 1987). It has also been found 
that suicide is becoming one of the leading causes o f death for the under thirty-fives 
(Strain, Hutnik, Gregory & Bowers, 2006). The recommended treatments for common 
mental health problems include either pharmacological interventions or 
psychotherapy (Bee et al, 2008). Most patients prefer the latter (Angermeyer & 
Matschinger, 1996); however, only a minority may engage in psychological therapy 
because availability is restricted due to long waiting lists, expense and a shortage of 
therapists (Kaltenthaler et al, 2006).
In light o f the above, evidence has shown that a substantial majority (seventy-seven 
percent) o f patients with a mental health component may not be screened at GP 
consultations but that those who are identified as requiring optimal care may not 
receive an effective form of treatment (Strain et al, 2006). Thus it appears that the 
need for mental health services is substantially greater than the care that can be 
provided at present.
Concerns regarding mental illness were further heightened by the Layard report 
(2004) in which it was revealed that forty percent of people with a disability have 
mental illness and that there were more people on incapacity benefit due to their 
mental illness than people on unemployment benefits. It was also found that only a 
quarter of those with mental illness are offered treatment and that where 
psychological therapy is offered there is a nine-month waiting list. The debilitating 
economic costs of mental illness in the UK were estimated to be twenty five billion 
pounds per year. Following their economic analysis o f the situation (Layard, Clark, 
Knapp & Mayraz, 2007), it was suggested that evidence-based treatments could lead 
to reduced expenditure on incapacity benefit which would fund the provision o f these 
services. This has led to the formation of the lAPT programme.
The Layard Report (2004), seen as an influential political manifesto, not only bought 
mental illness to the forefront but has also made it the government’s initiative to
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improve access to psychological therapy (lAPT) for those suffering with depression, 
chronic anxiety and schizophrenia in accordance with the guidelines prescribed by the 
National Institute for Clinical Excellence (NICE). As a result, the I APT programme 
aims to improve access to evidence-based therapies with particular emphasis on the 
cognitive behavioural model (CBT) for clients with common mental-health problems; 
and to develop a stepped care approach which acknowledges the client’s choice and 
reduces waiting times by enabling clients with mild-moderate problems to access low 
intensity treatments (Layard, 2007). In principle, this will allow more complex cases 
to access high intensity treatments.
The lAPT programme also aims to develop a workforce plan for the provision of 
these services. This has led to the proposed NHS plan which has endorsed the recent 
deployment of a novel workforce known as Graduate Mental Health Workers 
(GMHWs) to provide optimal levels of care for those with common mental health 
problems (England & Lester, 2007).
The Layard initiative has been vital in addressing the ‘forgotten evil’ o f the effects of 
common mental health problems on people’s well-being and the stigma surrounding 
mental health issues by making it a government priority to help (Brownie, 2008). The 
government has never tried to address the much-needed provision o f psychological 
therapies in the mental health arena. However, some psychologists (Marzillier & Hall,
2009) have criticised the clinical and economic assumptions on which the initiative 
was based and its emphasis on the adoption of the CBT approach and the existing 
literature, which is used to warrant its use. For example, it has been argued that 
various limitations of the medical model such as its inability to take an individual’s 
social context into account have not been considered. Additionally, it has been 
suggested that Layard’s assumption that increased access will lead to employment 
benefits that outweigh the cost of service provision have been regarded as naïve 
because little is known from the data about issues regarding co-morbidity and the 
severity o f illness (Marzillier & Hall, 2009). Lastly, the use of CBT as the core 
modality on which lAPT has been based is also problematic. Although research has 
suggested that CBT has a greater evidence base in comparison to other interventions, 
this does not indicate its superiority over other treatments (Stiles, Barkham, Mellor- 
Clark & Connell, 2008; Wampold, 2001).
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Critical reviews of the economic and clinical assumptions of lAPT and its use o f a 
predominant CBT approach have been insightful, however, this literature review will 
mainly focus on the 'practicalities' o f lAPT. What has been the impact o f GMHWs in 
the NHS? Are self-help therapeutic interventions effective in the common mental 
health problems? Do experience and training moderate client outcome? This literature 
review attempts to explore each of these issues and investigate the possible 
implications of the Layard initiative.
Have GMHWs been effectively integrated into the NHS?
Another of Layard's initiatives was the introduction of GMHWs in 2004. GMHWs 
were implemented to help GPs treat mild common mental problems by offering brief 
interventions, signposting to community services, and by supporting the development 
of practice based systems (Strain et al, 2006). GMHWs are required to attend a part- 
time postgraduate certificate in primary mental health care practice. Generally, 
GMWHs may be newly qualified graduates or have previously graduated and have 
some experience in health and social care or mental health or learning disabilities. 
Although existing research on GMHWs is limited, some qualitative research exists on 
introducing the role of GMHWs in the NHS. Each of these studies will now be 
reviewed.
England and Lester (2007) conducted a qualitative study exploring the views o f GPs, 
primary care teams and clients of GMHWs using semi-structured interviews. 
Although clients appreciated the increased access to treatment and the informal 
befriending service that they received, no follow-up data were collected on whether 
these workers influenced clinical outcomes. This seems to be especially problematic, 
since it is vital to validate whether these workers can improve clinical outcomes and 
ultimately be cost effective in the long-term. The results also showed that some 
workers felt professionally isolated because there was an apparent lack of value in the 
role from the perspective of other professionals regarding their therapeutic 
competence. This could lead to an unclear professional status, de-motivation and low 
confidence in the role, which could impinge upon a worker’s ability to work
79
effectively. If  national policy is unable to inspire professional confidence and 
commitment to this role, the integration of these GMHWs seems doomed to fail.
England and Lester (2007) also found that the lack o f national policy meant that there 
was a lack of knowledge surrounding their clinical responsibilities, management and 
training which left some professionals uncertain about the role. Some workers even 
adapted their role to local needs, which could be potentially problematic as they may 
develop a number of different roles, which are not evidence-based. Thus workers 
could possibly assume more responsibility than is ethically approved. This may be 
consistent with some concerns that were also raised by GPs about issues of 
accountability and risk.
According to England and Lester (2007), the study had various limitations. It included 
only one Trust, which was geographically located in one particular region, which 
would have implications for the transferability of the results. In addition, only thirty- 
three percent of patients contacted agreed to participate in this study; therefore, it is 
possible that they had more positive views on the development and value o f these 
workers. Lastly, the perception of the interviewer’s status as a health professional 
may have biased patients’ responses.
Fletcher, Gavin, Harkness and Gask (2008) used a collaborative approach to integrate 
the role o f GMHWs into the NHS; however, they also found that the lack o f national 
policy interfered with this process. Fifteen GMHWs, managers, commissioners and 
clients and supervisors from twelve PCTs took part in this study. The collaborative 
approach had three main aims: improving the utilisation of new skills and increasing 
client caseload, improving clinical outcomes and evaluating the recruitment, retention 
and career progression of these workers. With regard to the first aim, GMHWs were 
referred only a small number of patients because some professionals displayed a 
limited understanding about their role or problems with room allocations. Most 
significantly, as with England and Lester (2007), no clinical outcomes were gathered 
which was attributed to some workers leaving their posts.
The retention of these workers seemed to be a significant problem (Fletcher et al, 
2008). Various factors such as inadequate supervision, unclear guidelines about career 
progression, insufficient manager support and variation in salaries across regions 
influenced retention rates. By the end of the study, nine out of a possible eighteen
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GMHWs had completed their training whilst the others had dropped out with some 
opting to work in other health related professions. This finding is consistent with 
another study which found that some left their GMHW posts a year after qualifying 
which they attributed to lack of career progression and insufficient training (Harkness 
Bower, Gask & Sibbald, 2007). This possibly raises some questions concerning the 
quality of the training programmes and the need to address the development of career 
guidance. In addition, the difficulty in retaining workers poses a challenge to the 
viability of this role in the long term and the trust’ s need for an adequate and effective 
workforce (Bains & Shah, 2004).
Bower, Jerrim and Gask (2004) conducted another study on the role expectations of 
different professionals of GMHWs. A case study design was used which consisted of 
semi-structured interviews involving forty-six managers and various clinicians. The 
results showed there was ambiguity surrounding the role expectations of these 
workers. Some professionals felt that these workers needed to fill a gap in the service 
provision in relation to specific client groups whilst others wanted them to assume 
more of an educational and training role for professionals. Both of these expectations 
largely deviate from the original plan outlined for these workers by the Department of 
Health. Further confusion lay in the distinction between these workers in relation to 
other health professionals and the type of client work they would undertake. This 
appeared to contribute to interpersonal conflict and led to reservations about their 
level of competence, authority and issues of risk.
Bower et al (2004) addressed various limitations with the data. Issues of 
transferability were identified because a purposive sample of participants from five 
sites was recruited. Different sites also deployed these workers in various ways. It is 
also not known whether participants would have given a more positive view because 
of their interest in service development. Lastly, the views of clients were not taken 
into account and would have provided greater clarity of the expectations of these 
workers in comparison to the views of professionals.
Research by Strain et al (2006) also explored the process of integrating these workers 
within the NHS. Researchers had three main aims: to monitor the employment 
profiles of GMHWs across six trusts; to evaluate the shift in attitudes from other 
professionals before and after the employment of these workers and to utilise the
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results of this study to inform PCTs of any potential learning from this process. 
Information gathered from employment profiles revealed that workers had 
significantly minimal client contact. For instance, after nine months o f employment, 
only one of fifteen workers was involved in significant client work whilst a ftirther 
three reported some client related Work. However, seven out of eleven participants 
reported no significant client work. Most significantly, the majority of time was spent 
in auditing and practice development whilst the rest of the time was divided amongst 
various activities across different trusts such as delivering computerised CBT, 
networking, or developing self-help materials. Are these workers really increasing 
access to brief psychological therapies? There seems to be a distinct gap between 
political rhetoric and reality.
Strain and colleagues (2006) also found that attitudes towards GMHWs varied across 
different sites. Some sites provided some feedback on the positive aspects on the role 
such as reduced waiting lists, developing self-help material, networking and reducing 
stigma. However, overall some did not provide any initial or follow-up comments 
whilst others painted a general negative view of these workers. Various reservations 
regarding their competence, capability, role expectations, and the potential for these 
workers to be perceived as ‘cheap counsellors’ were raised. Dissatisfaction with the 
training course in relation to the limited understanding of trust needs was identified. 
Ineffective communication about these workers with GPs, a lack of clear leadership 
and insufficient supervision as well as limited networking with other agencies was 
also highlighted.
Inappropriate supervision causes particular concern especially as GMHWs are 
relatively inexperienced and will be working with a vulnerable client group. This may 
inadvertently limit their potency in delivering brief therapeutic interventions and 
consequently, their cost effectiveness. Consequently, some fears were expressed 
about their clinical responsibilities in relation to other health professionals and 
whether they would be given clinical responsibilities beyond their remit and that they 
would be perceived as clinical rather than non-clinical staff. These are valid concerns 
especially as some of these workers have been given inappropriate referrals of 
complex cases (Farrand, Duncan & Byng, 2008). This could potentially lead to 
GMHWs working with a more complex target population than originally planned and
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the inappropriate use of these services as well as an ethical and professional dilemma 
if  they are not receiving appropriate supervision (Bains & Shah, 2004).
Strain and colleagues (2006) also discussed various enabling and resistance factors 
and models that affected the implementation of these workers across different sites. 
Four resistance factors such as ‘fear of insufficient competence,’ ‘inappropriate 
accountability,’ ‘ineffective location’ and ‘lack of professional status’ were identified 
as impinging upon the integration of these workers. Enabling factors such as the role 
being perceived as a necessary ‘part of organisational change’ and the need for a 
‘pragmatic approach’ and ‘GP commitment’ increased the acceptability o f the role. 
Three different models of integrating workers within trusts were also identified: the 
‘precision skill model’ (where workers were restricted to specific tasks such as 
CCBT), the ‘knowledge co-ordination model’ (workers mainly assumed a signposting 
role) and the ‘limited clinician role model’ (workers offered various therapeutic 
interventions that were deemed appropriate for them by other professionals). The use 
of different models seems problematic as it may create an unclear organizational 
structure and lead to different PCTs adapting the role in accordance with their specific 
needs.
All of the above research suggests that national policy needs to recommend clear 
guidelines about their job specification and encourage management involvement 
within primary care trusts to facilitate a systematic workforce and the successful 
integration of these workers (Fletcher et al, 2008). This is important, as the absence of 
management involvement has often led to inadequate support and subsequent 
difficulties in integrating GMHWs. National policy also needs to outline how their 
professional status will be managed in relation to other professions and how a 
definitive career progression may be developed (Strain et al, 2006). Issues of 
accountability as well as the expectations of GPs, line managers and trusts also need 
to be addressed.
The existing research also raises some other concerns. The use of national policy also 
seems crucial in increasing the perceptions of competence and support in training and 
management of GMHWs; otherwise the introduction of these workers is unlikely to 
fulfil trusts’ requirements for a more effective workforce (Bower et al, 2004). In 
addition, can GMHWs be geographically and organisationally located in a way that
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maximises the optimum use of the role? What type of model can be used to 
successfully embed these workers in the NHS? For instance, the use of some models 
of collaborative care has been found to be effective in establishing a systematic 
workforce and integrating them into both primary and secondary care services 
(Bower, 2002). This could provide some guidance on the degree to which GMHWs 
should work independently and when they should work as part o f a wider provision of 
care.
Are self-administered interventions effective in the treatment 
of common mental health problems?
With mental health problems increasing and access to specialist services difficult, 
self-help interventions have become increasingly popular (Richards, Richards, 
Barkham, Cahill & Williams, 2002). The potential to increase access through remote 
technologies and the media, which are more cost effective than individual therapy, 
makes self-help an attractive option (Papworth, 2006). For instance, clients can have 
access to various forms of self-help within the stepped care approach: self­
administered help (reading books without instruction); guided self-help (guided by a 
professional) and computerised CBT (CCBT) (Bower, 2002). Greater attention will 
be given to guided self-help and CCBT as they form a crucial aspect of GMHWs role.
The efficacy of using self-help material based on CBT principles has been 
demonstrated (Lucock, Olive, Sinha, Homer & Hames, 2004). It has yielded moderate 
treatment effects in depression (Bower, Richards & Lovell, 2001; Cuijpers, 1997; 
Glasgow & Rosen, 1979; Gould, 1993 & Marrs, 1995) and in a range of anxiety 
related problems (Craighead, Me Namara & Horan, 1984 as cited in Papworth, 2006; 
Glasgow & Rosen, 1978; Mains & Scogin, 2003). Evidence also demonstrates that 
facilitated self-help interventions have greater effectiveness than standard care 
(Christensen & Jacobson, 1994) and have comparable results to conventional 
psychotherapies (Rowland, Godfrey & Bower, 2000; Scogin, Bynum, Stephens & 
Calhoon, 1990). However, self-help interventions have been found to be more 
effective when aided by a professional (Van Boeijen et al, 2005; Gould & Clum,
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1990; Newman, Erikson, Przeworski & Dzus, 2003; Scogin et al, 1990) than when 
self-administered.
Support for the Layard initiative of using self-help material has been found. A recent 
meta-analysis and meta-regression has demonstrated support for the NICE 
recommendations for using CBT techniques in self-help interventions with minimal 
contact from a therapist in treating depression (Gellatly et al, 2007). Gellatly and 
colleagues (2007) found that superior outcomes were related to those recruited in non- 
clinical settings, those with mild depression and to the use of guided self-help and 
CBT principles. However, this review is not without its limitations. The authors were 
unable to recommend the number of sessions required for a positive outcome or to 
comment on the nature of the support given by professionals. Although the treatment 
of mild-moderate cases could prevent some from progressing to a more deteriorating 
condition (Kessler et al, 2003), the findings on short-term benefits do not predict 
longer-term effects (Den Boer et al, 2007).
Future research needs to explore whether self-help interventions can be used as a 
preventative measure and if  there are any clinical benefits in the long-term (Papworth 
& Milne, 2001). Long-term data on relapse rates (Salkovskis, Rimes, Stephenson, 
Sacks & Scott, 2006) and the requests for additional therapy are important to 
determine whether self-help techniques are cost-effective (Bower et al, 2001; Roth & 
Fonagy, 2005). Although there is evidence to support the use of CBT, it is not known 
whether other theoretical models would exhibit comparable results, which may 
require further exploration (Gellatly et al, 2007). These limitations reflect some of the 
difficulties associated with various studies on the use of self-help material and 
outcome, which may not have been considered by the initiative.
The results o f research on self-help must be used cautiously as a number of 
difficulties have been identified (Papworth, 2006). Insufficient evidence exists on the 
acceptability to clients of self-help interventions in comparison to conventional 
psychotherapies (Bower et al, 2001). Acceptability in addition to user characteristics, 
personal preference and problem severity are moderating variables associated with 
outcome and need to be considered when clients are screened (Mains & Scogin, 2003; 
Papworth, 2006).
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According to Mains & Scogin (2003) the treatment outcome of depression will be 
negatively affected by the following; severity of depression, co-morbidity with other 
psychological difficulties, suicidal tendencies, lack of resourcefulness, defensiveness 
and externalized coping. Similarly, anxiety and negative outcomes are associated with 
severe anxiety, personality difficulties, and tendencies towards emotional avoidance, 
high resistance, low motivation and interpersonal problems. Thus those with low 
motivation may terminate treatment early as negative outcomes could reinforce low 
self-worth, subsequent difficulties and learned ways of coping because self-help 
techniques require a high level o f self-investment (Papworth, 2006). It will be 
important to ascertain if  the screening process used by GMHWs incorporates 
psychological measures that address preference, expectancy, problem severity and 
user characteristics (Bower et al, 2001; Papworth, 2006).
Another limitation o f the existing literature on self-help interventions is the 
difficulties in generalizing the results (Papworth, 2006). This is due small sample 
sizes (Boejen et al, 2005; Bower et al, 2001) the use of non-representative populations 
(Scogin et al, 1990), high dropout rates and compliance issues (Craighead et al, 1984 
as cited in Papworth, 2006; Cuijipers, 1997; Glasgow & Rosen, 1978; Newman et al,
2003). In addition, there are difficulties in the transferability o f this data to clinical 
contexts as some studies have recruited predominantly non-clinical populations 
(Marrs, 1995) or used US populations (Williams & Whitfield, 2001).
The transferability of evidence is also limited by the use of volunteer samples. Some 
studies exploring the effectiveness of self-help interventions have recruited through 
the media (Cuijpers, 1997) or have used monetary incentives (Gould & Clum, 1993). 
In these circumstances volunteers may be more positive and highly motivated and 
could exhibit less mental health problems, which could account for larger reported 
effects for self-help interventions in analogous samples (Papworth, 2006). This is 
particularly significant as the clinical trials endorsed by NICE for self-help 
interventions have also recruited volunteer samples (Gellatly et al, 2007).
Further limitations in the generalizability of evidence have also been identified. Some 
evaluations are unpublished (McKendree-Smith, Floyd & Scogin, 2003). It has also 
been suggested the lack of statistically significant difference between outcomes of 
using some self-help materials and using conventional psychotherapies result from
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therapists making use of equivalent self-help material in addition to conventional 
psychotherapy (Scogin et al, 1990). Therefore future research needs to explore 
whether outcomes of self-help interventions are comparable to those o f psychotherapy 
to determine if they are a viable option in primary care.
There are also some issues of transferability of self-help material to other cultures 
(Leung & Sung-Chan, 2002) especially since there is little development o f self-help 
material in languages other than English (Bower et al, 2001). This may present a 
challenge to increasing access to all, especially for ethnic minorities, which is further 
heightened by the observation that psychotherapists are predominantly white and 
middle class (Roth & Fonagy, 2005). Therefore future research needs to address 
whether therapists are representative of individuals from diverse ethnic backgrounds, 
which it is trying to encompass. Additionally, are health-promotion days by GMHWs 
effective in reaching those from ethnic minorities and directing them to the relevant 
organisations? Will self-help material that is produced with respect to cultural values 
be more effective than material that is a mere translation? (Bower, 2002; Papworth, 
2006).
In light of the above, further research is needed to establish a greater evidence base 
for self-administered treatments (Bower et al, 2001). Currently, there is insufficient 
evidence exploring whether there is a relationship between the level of self-help use 
and outcome. There is also an absence of economic analyses from studies, which 
makes it difficult to measure if  self-help interventions are cost effective. The literature 
on the effectiveness of self-help also remains inconclusive because evidence has 
found no significant effect (Christensen & Jacobson, 1994; Lovell & Richards, 2000) 
even when clients are guided by paraprofessionals in comparison to those on the 
waiting list (Lester, Freemantle, Wilson, Sorohan & England, 2007; Mead et al,
2005).
More research on self-help is also needed to cover other areas. There is little evidence 
on whether novice professionals can produce comparable outcomes to expert 
professionals when implementing guided self-help. Consequently, it is not known 
whether the delivery of guided self-help is influenced by levels of experience and 
training (see below). Research also remains limited on the use of computerised CBT,
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another alternative to facilitated self-help, which requires minimal therapist contact 
(Bower, 2002).
Computerised CBT (CCBT)
Remote communications such as computer-aided technology are becoming 
increasingly used as alternatives to therapist led CBT (TCBT) in primary care (Bee et 
al, 2008). This is due to its potentially cost effective nature, ability to enable greater 
access and subsequently its ability to reduce waiting times (Graaf et al, 2008). These 
interventions may also overcome various barriers that could impede access to 
psychological care such as disability, psychopathology, living in under-served 
locations and concern about potential stigma.
Although some concerns have been raised about services that require minimal face-to- 
face contact, a systematic review and economic evaluation by Kaltenthaler and 
colleagues (2006) found that CCBT was as effective as TCBT in phobia and panic. 
They also found a greater effect in comparison to TCBT in depression and anxiety but 
not in obsessive-compulsive disorder. This is consistent with research that has found 
CCBT as effective as TCBT in a range of anxiety disorders and mild depression 
(Linton, 2007; Marks et al, 1998) and to have superior outcomes in comparison to 
waiting list control groups (Kaltenhaler et al, 2006; Linton, 2007). This suggests that 
CCBT is potentially more cost effective than TCBT as it requires little intervention 
from a professional, leaving professionals more time to review complex cases 
(Papworth, 2006). Although there is some evidence supporting CCBT, there are 
various limitations.
Research that has endeavoured to explore the efficiency of CCBT needs carefiil 
consideration (Morgan & Jorm, 2008). It is difficult to establish whether treatment 
outcome is associated with CCBT or can be attributed to un-randomised and 
uncontrolled conditions (Bee et al, 2008; Marks et al, 2003), dropout rates prior to the 
commencement of CCBT (Waller & Gilbody, 2009) or during treatment (Proudfoot et 
al, 2004). Similarly to guided self-help, it seems that users’ characteristics, preference 
and acceptability may be significant mediating variables affecting outcome. Thus 
research could explore the outcomes and viewpoints of those who do not complete
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treatment because evidence should be based on intention-to-treat (Kaltenhaler et al,
2006). Moreover, the relationship between CCBT and other modes of psychological 
therapy needs to be defined to ensure that clients have a wide choice of other 
psychological therapies (Linton, 2007).
There are other limitations with research based on the effectiveness of CCBT. 
Although it has been presumed that CCBT will reduce clinician-client waiting time, 
some professional involvement is still required for the initial assessment and to 
provide guidance (Marks et al, 2003). In some cases, CCBT has reportedly required 
greater professional involvement than group psychotherapy (Ghosh, Marks & Carr, 
1988). Research is needed to establish the optimal level of professional contact 
required for the strongest treatment effect because small effect sizes have been found 
with no contact (Papworth, 2006). This will be especially important in determining 
the level of input required by GMHWs, which could ultimately affect the cost 
effectiveness of CCBT as a treatment option. Clear guidelines on professional 
involvement in cases that carry risk are also needed. In addition, the effectiveness of 
CCBT could be compared with that o f other interventions that require minimal 
contact (Kaltenhaler et al, 2006). Lastly, economic analyses also need to take into 
account healthcare costs and the costs of other services, to investigate employment 
benefits and to compare the costs of conventional psychotherapies (McCrone et al,
2004). This could produce an accurate reflection o f the economic and societal costs 
involved in providing CCBT to see if they directly outweigh the healthcare costs.
The existing research suggests that various factors must be considered in its 
development as a valid treatment option. There are ethical concerns regarding the 
diagnosis and selection of clients as well as difficulties in identifying which 
professionals should be responsible for treatment and how client progress will be 
monitored (Linton, 2007). Research also needs to be conducted by independent 
researchers (Kaltenhaler et al, 2006). For instance, although Proudfoot (2004) is the 
lead developer of a ‘beating the blues’ program (which treats depression and anxiety 
through CCBT) she is involved with research on the clinical efficacy of CCBT. This 
could potentially lead to researcher allegiance effects.
Other factors also need to be addressed. Research could include more representative 
populations (Papworth, 2006) especially clients with co-morbidities who are treated in
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primary care (Linton, 2007; Morgan & Jorm, 2008) with longer follow-up periods to 
investigate the clinical efficacy and cost effectiveness of using CCBT. In sum, the 
evidence on guided self-help and CCBT remains to be substantiated because results 
are not uniformly positive (Gellatly et al, 2007). It is also important to note that 
“obliging all clients to undergo lesser treatments before they have a chance to receive 
more major interventions might be...wasteful of resources” (Palmer, Birchell, Me 
Grain & Sullivan, 2002, p.234 as cited in Papworth, 2006).
Does therapist experience and degree of training influence outcome?
It is important to explore therapist experience, training and associated outcome to see 
whether GMHWs can improve clinical outcomes with the level o f training they 
receive. Evidence has shown that there are wide variations in the effectiveness o f 
individual therapists (Blatt, Sanislow, Zuroff & Pilkonis, 1996; Eells, Lambert, 
Kenjelic, Turner & Lucas, 2005; Garfield, 1997; Lambert & Okiishi, 1997; Luborsky, 
Me Lellan, Woody, O’ Brien & Auberbach, 1985; Luborsky et al, 1986) and hence, 
Rick’s (1974) description of super and pseudo shrinks. Individual therapist effects 
have also been found to moderate outcome (Crits-Christoph et al, 1991; Huppert et al, 
2001; Kim, Wampold & Bolt, 2006; Project MATCH Research Group, 1998 as cited 
in Cooper, 2008).
The rate of client improvement has also been significantly related to therapist effects 
(Lutz, Leon, Martinovich, Lyons & Stiles, 2007). This suggests that effective 
interventions depend on those providing it (Wampold & Brown, 2005). This is 
particularly significant for GMHWs who have minimal experience and professional 
training as this could moderate the effectiveness of the brief therapeutic interventions 
that they offer.
Research has also found that the variability between individual therapists has often 
been misattributed to the differences between orientations instead of to therapist 
differences within the same orientation (Crits-Christoph et al, 1991; Cooper, 2008). 
However, others (e.g. Durlak, 1979 as cited in Roth & Fonagy, 2005) have argued 
that outcome is not dependent on experience and training. Therefore, research has yet 
to establish a definitive relationship between experience, training and outcome. Thus
90
the government could possibly have introduced GMHWs without considering the 
implications that training and experience could have on clinical outcomes and 
ultimately, cost effectiveness. With this in mind, it is important to ascertain the 
reasons for equivocal findings in the context of experience, training and outcome.
Therapist experience and outcome
Several reviews have suggested that experienced therapists have better outcomes than 
inexperienced therapists (Auberbach & Johnson, 1977; Balestrieri, William & 
Wilkinson, 1988; Bergin, 1971; Lyons & Woods, 1991; Najarits & Weiss, 1994). 
Clients of experienced therapists have also demonstrated substantial rates of 
improvement in comparison with clients of novice therapists who actually showed a 
worsening of symptoms (Okiishi, Lambert, Nielsen & Ogles, 2003). This suggests 
that therapists’ experience could be associated with their ability to form a therapeutic 
relationship (Beutler, 1997). Berman & Norton (1985) have also found evidence in 
favour o f professionally trained and experienced therapists when less than twelve 
sessions were provided or when clients were older than twenty-one. However, other 
meta-analytic studies have not found a significant relationship between therapist 
experience and client outcome (Antony & Carkhuff, 1977; Berman & Norton, 1985; 
Christensen & Jacobson, 1994; Franklin, Abramowitz, Furr, Kalsy & Riggs, 2003).
Research has uncovered different variables that may explain these equivocal findings 
(Beutler, 1997; Leon, Martinovich, Lutz & Lyons, 2005; Roth & Fonagy, 2005). One 
possibility is that most of the empirical literature on therapist experience has adopted 
an unsatisfactory measure of experience by equating it to either years since graduation 
or since becoming a practitioner. This assumes that all therapists will have the same 
psychotherapy experience (Beutler, 1997). This is contrary to evidence, which implies 
that therapists show widespread variation in the number of skills that they use and in 
their practice as practitioners within a specific time frame.
Some practitioners may utilise the same methods of treatment as they encounter 
similar clients, which could maintain a limited amount of experience in comparison 
with those who encounter more complex clients (Beutler, 1997; Leon et al, 2005). 
Even therapists who have had similar psychotherapy training may differ in their
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working experiences as a consequence o f adhering to different orientations which 
place different emphasis on ways of working (Beutler, 1997). Furthermore, the nature 
of experience may be influenced by the presenting problem, the setting in which it is 
practised and the length of treatment. For instance, experienced therapists have been 
shown to have greater therapeutic effectiveness when the psychotherapy settings and 
problem severity were taken into account (Stein & Lambert, 1995).
Other methodological limitations associated with research may account for the 
equivocal findings on experience and outcome (Roth & Fonagy, 2005). Studies have 
either used relatively inexperienced therapists (Shapiro & Shapiro, 1982; Smith & 
Glass, 1977), employed different methodological designs (Stein & Lambert, 1984), 
used training and experience interchangeably (Beutler & Kendall, 1995), been of poor 
methodological quality (Antony & Carkhuff, 1977; Berman & Norton, 1985; Durlak, 
1979) or incorporated un-randomised treatment conditions with the more complex 
cases being allocated to more experienced therapists (Lambert, 2003).
The lack o f control of the above variables, especially with regard to training and 
experience, is problematic because when these variables are controlled for, a 
significant relationship exists between a therapist’s level of experience and post 
therapy gains (Huppert et al, 2001). This may provide support for the assertion that 
the level of clinical contact is more significant than a therapist’s specific proficiencies 
and that therapist experience may be associated with the development o f healing 
involvement within the therapeutic relationship (Orlinsky & Ronnestad, 2005 as cited 
in Cooper, 2008). Additionally, the use of un-randomised conditions makes it 
difficult to ascertain whether inexperienced therapists would have achieved similar 
results to those of experienced therapists with more complex cases (Roth & Fonagy,
2005). Lastly, some researchers have paid more attention to the role of therapeutic 
techniques and orientation than on experience (Lambert & Bergin, 1994 as cited in 
Lambert & Okiishi, 1997).
Supervision could also have acted as a mediating variable on outcome (Beutler & 
Kendall, 1995; Roth & Fonagy, 2005). Although research has yet to establish a clear 
relationship between supervision and treatment outcomes, it has found that 
supervision may enhance a therapist’s self-reflection, the application of theory and 
skills to practice and their therapeutic effectiveness (Wheeler & Richards, 2007).
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Thus in cases (e.g. Franklin et al, 2003) where comparable outcomes between 
experienced and inexperienced therapists were found, it could be concluded that this 
was due to inexperienced therapists receiving supervision from a more experienced 
counterpart. Thus supervision may contribute to better outcomes for inexperienced 
therapists as opposed to when they deliver therapy without supervision (Beutler & 
Kendall, 1995). This raises ftirther concern for GMHWs who may be receiving 
inappropriate supervision (as previously discussed) as it could influence treatment 
outcome.
Findings of apparent efficacy of inexperienced therapists in comparison to 
experienced therapists may also be attributed to the lack of consideration given to 
client dropout rates (Roth & Fonagy, 2005). Existing literature has documented a 
significant relationship between lower attrition and greater experience (Crits- 
Christoph et al, 1991) and reduced dropout rates. For instance, dropout rates have 
been found to be more prominent in clinical settings especially with inexperienced 
therapists. Thus it has been suggested that research that has found equivalent 
outcomes between novice and expert therapists has been largely based on those that 
completed treatment, which could account for these findings (Roth & Fonagy, 2005).
The existing evidence on therapist experience and outcome suggests that several 
factors need to be considered before conducting further research. Firstly, there is a 
need for researchers to define what represents significant therapist experience (Leon 
et al, 2005), which must not be conflated with the concept of professional training. A 
more controlled measure of therapist experience could be the length of experience 
with a specific demographic and clinical population (Crits-Christoph et al, 1991). 
Secondly, research is needed to establish how novice therapists fare without 
supervision in comparison to expert therapists to ascertain whether experience is 
related to client outcome (Roth & Fonagy, 2005). Thirdly, when considering the 
effectiveness of GMHWs, it will be important for researchers to look at treatment 
outcome, dropout rates and intention-to-treat rather than examining those who 
complete treatment, to see if  experience can moderate treatment outcome.
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Therapist training and outcome
Research on therapist training and outcome has also not been uniformly positive 
(Roth & Fonagy, 2005). On one hand, literature has shown that clients who were seen 
by more professionally trained therapists had better post-therapy outcomes, were less 
likely to drop-out of therapy, had more therapy sessions and reported higher levels of 
satisfaction (Stein & Lambert, 1985). This has been supported by research that has 
found that less professionally trained therapists had poorer outcomes (Bums & Nolen- 
Hoeksema, 1992; Tmll, Nietzel & Main, 1988); a finding reflected in other studies 
using CBT techniques in individual therapy (Howard, 1999) and in CBT groups 
(Bright, Baker & Neimeyer, 1999). This suggests that professional training may 
enhance a therapist’s utilisation of counselling skills (Lambert & Ogles, 1997 as cited 
in Cooper, 2008) and implies an association between specific training and the 
application of ineffective practice (Roth & Fonagy, 2005). Alternatively, others have 
argued that paraprofessionals demonstrate similar levels of efficacy and in some 
cases, greater effectiveness in comparison to professionals (Durlak, 1979; Hattie, 
Sharpley & Rogers 1984; Michael, Huelsman & Crowley, 2005) whilst some have 
found no significant difference (Berman & Norton, 1985; Den Boer et al, 2005; 
Weisz, Weiss, Alicke & Klotz, 1987 as cited in Michael, Huelsman & Crowley,
2005).
As with research on therapist experience, it appears that inconclusive evidence of a 
relationship between therapist training and outcome has emerged because of 
methodological limitations (Roth & Fonagy, 2005). Research has often conflated 
variables, been of poor methodological quality, used poor coding variables especially 
when distinguishing between paraprofessionals and professionals (Hattie et al, 1984) 
and has not taken into account client factors and the nature of therapy (Beutler & 
Kendall, 1995). Consequently, it has been difficult to ascertain whether training is 
associated with better outcomes and more research is needed (Roth & Fonagy, 2005).
Although insufficient evidence exists on therapist training and outcome, others have 
tried to account for variability amongst individual therapists. Evidence suggests that 
adherence to treatment manuals may influence client outcome, which is particularly 
relevant to GMHWs because manualised interventions will be delivered (Roth & 
Fonagy, 2005). Manualised therapy has been found to reduce variability between
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individual therapists (Beutler, 1997) especially when therapy is provided by 
experienced therapists (Crits-Christoph et al, 1991). However, adherence to technique 
does not eliminate all variability (Beutler, 1997). This could be due to various factors 
such as the therapist’s ability to form a therapeutic alliance (which then facilitates the 
therapist’s ability to deliver treatment as planned) (Luborsky et al, 1985), the 
therapist’s skills (Henry, Strupp, Butler, Schact, & Binder, 1993 as cited in Cooper, 
2008) and the client’s perception and the acceptability of manualised treatment. 
Moreover, individual therapists may vary in their adherence to technique, which could 
moderate treatment effectiveness amongst some paraprofessionals (Beutler, 1997). 
Others have also argued that some practitioners may not achieve the expected level of 
skill and competence needed to deliver such an intervention (Cooper, 2008; Roth & 
Fonagy, 2005).
Differential rates of effectiveness amongst therapists may be attributed to different 
rates of learning amongst individual therapists (Beutler, 1997). This is consistent with 
research that has demonstrated that therapists exposed to similar psychotherapy 
training demonstrate variation in their levels of competence. For instance, Beutler et 
al (1987 as cited in Beutler, 1997) found that five out of nineteen therapists who were 
trained in cognitive therapy at a master’s level for two years demonstrated competent 
levels of skill-specific training and compliance. Bein (2000) also found that a majority 
of therapists (sixteen psychiatrists and clinical psychologists) who had been trained in 
time-limited dynamic therapy for a year did not acquire basic competence. Thus it is 
unclear whether training can increase basic levels of competence within therapy (Roth 
& Fonagy, 2005).
Other factors may also account for therapists’ individual rates of effectiveness. 
Evidence suggests that a therapist’s skilfulness as well as their perceived professional 
competence is associated with client improvement (Cooper, 2008). For example, it 
has been found that therapists who were more intensely trained in time-limited 
therapy had better outcomes and lower rates of attrition (Burlingame, Fuhnman, Paul 
& Ogles, 1989). So perhaps a therapist’s training within a specific time frame that 
mirrors the duration of treatment that will be delivered can also affect treatment 
outcome. Research has also demonstrated differences in the effectiveness between 
paraprofessionals and professionals with regard to treatment duration. Professionals 
have been shown to achieve better outcomes in short-term therapy with older clients
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whilst paraprofessionals were more effective in long-term therapy with younger 
clients (Berman & Norton, 1985). Lastly, there is evidence for an interaction between 
problem type and training (Michael, Huelsman & Crowley, 2005). For example, 
professionals had better outcomes with internalizing problems (e.g. anxiety) whilst 
paraprofessionals had superior outcomes with externalizing problems (e.g. 
hyperactivity).
The evidence presented here raises some interesting questions with regard to 
GMHWs. Can GMHWs who have similar training acquire the same level of 
competence to each other in delivering brief therapeutic interventions and is this in 
turn related to positive outcomes? (Davidson & Scott, 2009). This may have 
implications for their training. Furthermore, will the lack of professional confidence 
and support for this role (which has inhibited the successful integration o f these 
workers in the NHS (England & Lester, 2007) in addition to client perceptions 
moderate the efficacy of GMHWs?
To illustrate this point further, how much training do GMHWs need to produce the 
most effective outcomes when delivering brief interventions and is problem type 
important? (Burlingame et al, 1989; Michael et al, 2005). Are GMHWs at a 
disadvantage in having to work within a specific time frame, which could challenge 
the notion of therapy, being cost effective through attrition and high dropout rates? 
Are client demographics important in moderating their effectiveness? Lastly, are 
GMHWs cheaper counterparts to professionals in achieving equivalent clinical 
outcomes? These issues remain important as insufficient evidence for training, 
accreditation and experience may mislead policy makers (Beutler & Kendall, 1995) 
who are responsible for healthcare reforms such as the introduction o f GMHWs, 
which the government has yet to validate as a viable role.
Conclusion
The main aim of this literature review was to investigate several critical questions: the 
practicalities o f lAPT, specifically the implementation of GMHWs into the NHS; the 
effectiveness of self-help interventions and whether experience and training can 
moderate client outcome. With respect to the clinical and economic assumptions, the
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initiative seems to have been implemented without careful consideration of the 
existing evidence (Marzillier & Hall, 2009). For instance, lAPT seems to be a quick 
fix and is overly optimistic in its assumption that people will return to work following 
the receipt of an apparently ‘appropriate’ intervention. This possibly minimises the 
complex nature of psychological difficulties and may ignore the fact that counsellors 
have been unable to meet this need. Lastly, lAPT’s predominant use of a CBT 
approach may promote an inaccurate belief in its superiority over various forms of 
therapy, which may have a detrimental impact on professionals who practice outside 
of CBT.
The integration o f GMHWs has been done in the absence of national policy (e.g. 
England & Lester, 2007). Greater consideration should have been given before the 
government invested so much funding in the development of GMHWs. National 
policy seems paramount to the successful integration of these workers into the NHS 
(Strain et al, 2006) and needs to address issues of professional status, clinical 
responsibilities, training and management, professional accountability and retention 
rates. An absence of national policy will inhibit the implementation of a systematic 
workforce and maintain professional perceptions of low confidence and support in the 
role, which will ultimately affect GMHWs sense o f identity and morale.
Brownie (2008) expressed concern that some services may feel pressurised by the 
lack of economic resources and the evidence in favour o f self-help material. It is 
argued that services may fail to differentiate between clients and subsequently, 
inappropriately use self-help interventions. This may be problematic as those with 
chronic problems may not respond to self-help interventions (Den Boer et al, 2007) 
and could be allocated to GMHWs who may not have acquired therapeutic 
competence to work with these clients. This could be more costly for the NHS as 
these clients will require additional treatments. It is also important to consider 
whether in cases where simple interventions do not work, clients might blame 
themselves or see themselves as being unable to be helped. How will the service 
respond to these individuals?
The use of self-help interventions also suggests that other issues need to be explored 
to ascertain their clinical effectiveness. As Mains and Scogin (2003) argue, the use o f 
self-help interventions needs to match the individual needs of the client. Moreover,
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can issues of risk be contained within the use o f self-help material? It seems that 
further research is needed to validate its use as a viable option. What are the long­
term clinical benefits (Milne & Papworth, 2001) and could it possibility prevent some 
people from developing more serious conditions? (Bower et al, 2001). The existing 
literature on self-help does not contain information on economic analyses (Bower et 
al, 2001), has sometimes been conducted by affiliated researchers (Kaltenhaler et al,
2006) and is vague about the optimal level o f contact needed to produce the strongest 
treatment effect (Papworth, 2006).
The research evidence on therapist experience, training and outcome is also limited 
(Roth & Fonagy, 2005). The integration of GMHWs challenges the use of 
accreditation, training and experience in psychotherapy as psychology graduates can 
presumably deliver comparable results. It also suggests that minimal experience and 
training are needed to deliver simple interventions. Their integration undermines the 
use of a therapist’s skilfulness (Cooper 2008), their training and their ability to form a 
therapeutic alliance (Orlinsky & Ronnestad, 2005 as cited in Cooper, 2008), all of 
which are associated with greater experience. Although GMHWs appear to be more 
cost effective in comparison to other professionals and can increase access to 
psychological therapy; are GMHWs delivering psychologically safe and clinically 
effective outcomes that are comparable to expert professionals when offering simple 
interventions?
To conclude, the evidence on I APT seems to suggest that the initiative behind the 
formation of lAPT in increasing access to the ‘neglected majority’ is commendable. 
However, the hasty implementation of the various aspects of the initiative without 
careful consideration of the existing evidence and its possible detrimental impact on 
clients who do not respond to self-help interventions does not seem to justify the 
government’s expenditure.
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Appendix 1 
Personal Reflections
My experiences as a Trainee Counselling Psychologist initiated my interest in 
exploring the implications of lAPT in the psychotherapeutic sector. I will start with 
where my journey began at one of the GP surgeries where I work, and explain how 
my experiences fiielled my desire for knowledge regarding training, experience and 
outcome and how this challenged my belief in my therapeutic abilities. Secondly, I 
will refer to the influence of my placement in shaping and focussing my energies 
towards the reality of lAPT. Thirdly, I will comment on the process o f writing this 
literature review, as it has been both a personal and professional challenge.
Working as a Trainee Counselling Psychologist in my first year placement was a 
growth enhancing process that gave me greater insight into my strengths and 
weaknesses but also made me aware of the limitations of the service that is provided. 
I have struggled to work within a time-limited mode of therapy as I have felt that once 
a rapport is established and the surface of the problem is highlighted, therapy has 
come to an end. I have found this particularly difficult as some clients still seem to 
have deeper, ongoing issues that possibly require longer-term therapy which due to 
the confines o f the service, I am unable to provide. Being quite aware of my own 
process as a “rescuer,” I know that some of my frustration is being evoked; however, 
this led me to question whether I could achieve more with clients if  I had greater 
experience and training.
My frustration with brief therapy may also be due to my own experiences as a client. 
Having been in therapy for nearly four years, I feel that it has taken me a long time to 
trust and build a deeper relationship with my therapist to enable us to explore my 
current difficulties and how they may be related to past issues. There was no “quick 
fix therapy or interventions” as with lAPT and I doubt that simple interventions 
would have been as beneficial to me. How much more is this true for clients with 
more complex psychological issues? I feel that lAPT does not give adequate attention 
to individual needs, which may also be reflected in the way in which I give minimum 
attention to my own needs. This has led me to question the long-term psychological 
benefits of brief interventions or short-term therapy especially as research has found
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no lasting effect of short-term therapy during longer follow-ups (Bower & Rowland,
2006).
My research interests were further influenced by the presence of GMHWs at my 
placement. I became aware that GMHWs conducted telephone assessments to assess 
the appropriate form o f treatment for referred clients and were responsible for 
delivering brief interventions. Although I know that more specialist practitioners may 
supervise some GMHWs, I felt some concern over whether GMHWs were delivering 
a psychologically safe and effective practice. Having questioned my efficacy as a 
trainee practitioner and being aware o f my lack o f experience following my 
undergraduate degree, I felt ambiguous about GMHWs’ potency in delivering simple 
interventions having minimal experience and training.
My supervisor has also contributed to my research interests in lAPT. Although she 
works integratively, she seems to be predominantly informed by CBT principles. 
Thus I am often encouraged to utilise CBT techniques. This led me to feel curious 
about the role of experience, training and outcome in addition to feeling concerned 
about endorsing a single way of working especially as I have felt that techniques and 
theory should be determined by the client (Ingram, 2006). Although my research 
interest appears to be initially facilitated possibly by my feelings of insecurity as a 
trainee, I endeavoured to find out more about GMHWs in the NHS, the emphasis on 
the CBT approach and how these reforms may impact on the psychotherapeutic 
sector. I was also aware that my feelings regarding training and experience in 
addition to my position on a counselling psychology course might bias my research in 
favour of training and experience. Subsequently, although I have critiqued the 
literature, I have tried to demonstrate a balanced exploration of its findings.
The process of writing this literature review has also contributed to greater self- 
awareness. Although my experiences of writing the literature review have been 
intense as a result of its time consuming nature, it has been worthwhile. At times I felt 
overwhelmed especially by the research process particularly in using the electronic 
databases and the amount of research yielded on one topic. I also felt that my feelings 
of anxiety and low confidence in my academic abilities, which could possibly 
contribute, to some of my underlying feelings o f insecurity as a trainee, sometimes 
inhibited my work. This gave me the impetus to seek help with the use of these
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electronic databases but also made me aware of the need to address my own issue of 
low confidence in my own therapeutic skill.
Personal therapy has enabled me to associate my lack of self-confidence to my early 
background, which still needs deeper exploration. This has facilitated the start o f a 
personal journey in which I hope to accept my strengths and weaknesses to enable me 
to reach my full potential. Therapy also helped me realise that completing the 
assignment represented my need to achieve and overcome a challenge. This 
assignment represented passing a milestone in the hope of achieving a greater goal: 
completing the year. Lastly, I found that the research process and therapy has helped 
me appreciate the importance o f self-care and social support which are as equally as 
valid as working in helping one achieve life’s greater challenges.
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Appendix 1
Psychology and Psychotherapy: Theory Research and Practice. Notes for 
Journal Contributors taken from the BPS Website
Psychology and Psychotherapy (PAPTRAP)
Notes for Contributors
Psychology and Psychotherapy: Theory Research and Practice (formerly The British 
Journal of Medical Psychology) is an international scientific journal with a focus on 
the psychological aspects o f  mental health difficulties and well being; and 
psychological problems and their psychological treatments. We welcome submissions 
from mental health professionals and researchers firom all relevant professional 
backgrounds. The Journal welcomes submissions of original high quality empirical 
research and rigorous theoretical papers o f any theoretical provenance provided they 
have a bearing upon vulnerability to, adjustment to, assessment of, and recovery 
(assisted or otherwise) from psychological disorders. Submission o f systematic 
reviews and other research reports which support evidence-based practice are also 
welcomed, as are relevant high quality analogue studies. The Journal thus aims to 
promote theoretical and research developments in the understanding of cognitive and 
emotional factors in psychological disorders, interpersonal attitudes, behaviour and 
relationships, and psychological therapies (including both process and outcome 
research) where mental health is concerned. Clinical or case studies will not normally 
be considered except where they illustrate particularly unusual forms of 
psychopathology or innovative forms of therapy and meet scientific criteria through 
appropriate use o f single case experimental designs.
1. Circulation
The circulation o f the Journal is worldwide. Papers are invited and encouraged from 
authors throughout the world.
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2. Length
Papers should normally be no more than 5000 words, although the Editor retains 
discretion to publish papers beyond this length in cases where the clear and concise 
expression of the scientific content requires greater length.
3. Submission and reviewing
All manuscripts must be submitted via our online peer review system. The Journal 
operates a policy o f anonymous peer review.
4. Manuscript requirements
• Contributions must be typed in double spacing with wide margins. All sheets 
must be numbered.
• Tables should be typed in double spacing, each on a separate page with a self- 
explanatory title. Tables should be comprehensible without reference to the 
text. They should be placed at the end o f the manuscript with their 
approximate locations indicated in the text.
• Figures can be included at the end of the document or attached as separate 
files, carefully labelled in initial capital/lower case lettering with symbols in a 
form consistent with text use. Unnecessary background patterns, lines and 
shading should be avoided. Captions should be listed on a separate sheet. The 
resolution of digital images must be at least 300 dpi.
• For articles containing original scientific research, a structured abstract of up 
to 250 words should be included with the headings : _Obj ectives. Design, 
Methods, results. Conclusions. Review articles should use these headings: 
Purpose, Methods, Results, Conclusions. For further details please see the 
document below:
Psychology and Psychotherapy: Theory, Research and Practice - Structured Abstract 
Information
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• For reference citations, please use APA style. Particular care should be taken
to ensure that references are accurate and complete. Give all journal titles in
full.
SI units must be used for all measurements, rounded off to practical values if  
appropriate, with the imperial equivalent in parentheses.
• In normal circumstances, effect size should be incorporated.
• Authors are requested to avoid the use of sexist language.
• Authors are responsible for acquiring written permission to publish lengthy
quotations, illustrations, etc. for which they do not own copyright.
For guidelines on editorial style, please consult the APA Publication Manual 
published by the American Psychological Association.
5. Brief reports
These should be limited to 1000 words and may include research studies and 
theoretical, critical or review comments whose essential contribution can be made 
briefly. A summary of not more than 50 words should be provided.
6. Publication ethics
All submissions should follow the ethical submission guidelines outlined the 
documents below:
Ethical Publishing Principles -  A Guideline for Authors Code o f Ethics and Conduct 
(2006)
7. Supplementary data
Supplementary data too extensive for publication may be deposited with the British 
Library Document Supply Centre. Such material includes numerical data, computer
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programs, fuller details of case studies and experimental techniques. The material 
should be submitted to the Editor together with the article, for simultaneous 
refereeing.
8. Copyright
On acceptance of a paper submitted to ajournai, authors will be requested to sign an 
appropriate assignment of copyright form. To find out more, please see our Copyright 
Information for Authors.
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Year 2 research
What were the underlying arguments in favour of the Improving 
Access to the Psychological Therapies Programme?
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Abstract
Purpose
This study seeks to identify the most prominent arguments in favour of lAPT as 
represented in the relevant literature. The study’s objective is to inform the debate 
about lAPT so that future research can evaluate LAPT services against the arguments 
on which it was first proposed.
Method
Nineteen articles and two videos on lAPT were retrieved using newspaper articles and 
articles on psychotherapy and counselling, psychology and health. Online sites such 
as lAPT; the Department of Health; Google and You Tube were also used. A 
quantitative content analysis was used to identify the arguments in favour of lAPT.
Results
The most prominent arguments were: the need for efficient/systematic care; evidence- 
based practice; workforce and (potential) societal gains. A moderate number of 
references were made to societal costs, insufficient mental health services, the 
government/commissioner’s support, individual benefits for the patient and the unmet 
need. Infrequent references were found on the service benefits for the provider.
Conclusions
The context prior to lAPT seems to provide a valid case in favour of a more efficient 
system. This may provide an explanation for the majority of articles exploring how 
services could be made more efficient, effective and accessible. Consequently, data 
suggested that greater provision of care could have potential benefits to society and 
the individual. However, the little existing research suggests that the way in which 
these arguments are upheld undermines the very efficiency, equitable and
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accessibility o f services that lAPT stood for. Future research may need to explore this 
further.
Introduction
The Government has recently implemented the Improving Access to Psychological 
Therapy (LAPT) Programme to increase access for those suffering from common 
mental health problems (Layard, 2004). The Government has never given mental 
health so much priority or investment to improve the provision of care that could be 
offered. However, despite the expansion o f services and the government’s 
commitment, research on lAPT remains in its infancy. Debates surrounding the 
introduction o f lAPT have been widely discussed in the media, psychotherapy and 
counselling services and healthcare. Although the debate is significant, there is no 
current research that explores the underlying arguments that were made in favour of 
the implementation of lAPT and whether LAPT has achieved what it was meant to 
achieve. This study aims to fill this gap by identifying the arguments as presented in 
the relevant literature, which may inform the debate surrounding the practical 
adoption of the programme.
The LAPT programme emerged from the Layard Report (2004) in which the total 
socio-economic deficit of mental illness on the country’s economy was revealed. 
Layard (2004) found that forty percent of those with a disability have mental illness 
and that there were more people on incapacity benefit due to their mental illness than 
unemployment benefits. Furthermore, the total economic cost of mental illness was 
estimated to be twenty-five billion pounds per year. Most significantly, only a quarter 
received treatment and there was a nine-month waiting list for psychotherapy. 
Economic analysts suggested that evidence-based interventions could reduce the costs 
of incapacity benefits, which would fund the provision of these services and reduce 
waiting lists (Layard, Clark, Knapp & Mayraz, 2007). This led to the introduction of 
lAPT to enable those with mild-moderate problems to access low intensity treatments 
provided by Graduate Mental Health Workers (GMHWs), allowing the more complex 
cases to be treated by specialist professionals. The government’s agenda is thus to 
improve access to the ‘neglected majority’ and reduce the country’s economic costs.
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The introduction of lAPT has led to an ongoing debate about various aspects of the 
programme. One argument surrounds the practicalities o f the lAPT programme. A 
review of the relevant literature (Ramiah, 2008) has revealed that there are significant 
difficulties in integrating GMHWs within the NHS due to an absence o f national 
policy (England & Lester, 2007). This has apparently led to ambiguity surrounding 
their training, management and clinical practice, which has contributed to further 
disillusionment and low confidence in their role among other professionals. However, 
despite these criticisms, others may argue that GMHWs have been fundamental in 
providing access to treatments, which would not have been available prior to lAPT 
(Layard, 2004).
The literature review (Ramiah, 2008) also questioned the effectiveness of brief 
interventions delivered within LAPT and analysed the literature on therapist 
experience, training and outcome. For instance, a meta-analysis has demonstrated that 
self-help interventions in treating depression have been clinically effective (Gellatly 
et al, 2007). However, there is limited research on the medium- to long-term clinical 
benefits and cost effectiveness of self-help material. This may question its current 
useftilness as a therapeutic tool in the NHS. Moreover, while research on therapist 
experience, professional training and outcome is equivocal (Roth & Fonagy, 2005), 
therapist experience and training may affect a therapist’s ability to establish a 
therapeutic alliance (Okiishi, Lambert, Nielsen & Ogles, 2003). Ramiah (2008) 
proposes that this may influence the clinical outcomes o f GMHWs, who have 
typically undergone comparatively little training and have little experience, and the 
extent to which healing can take place within the treatment offered.
Many authors have also presented arguments concerning the practical adoption of 
cognitive behavioural therapy (CBT) within lAPT. Some have supported the 
predominant use of CBT because it has a greater evidence base for depression (Hollon 
& Beck, 2004) and anxiety (Clark et al, 2006) and is preferable to medication. For 
instance, CBT was found to be more effective than medication in severe depression 
(Hollon et al, 2005). It is also advocated by NICE guidelines but was not as often 
implemented prior to lAPT due to a lack o f resources. Alternatively, others have 
argued that the greater evidence base for CBT does not indicate its superiority over 
other treatment models (Cooper, 2008); for example, research has found that different 
theoretical models produce equivalent results. Furthermore, client motivation and the
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therapeutic relationship are considered to be more fundamental to treatment outcome 
than the type of therapy offered. Thus it could be suggested that the government’s 
investment in a predominantly CBT approach may stifle research into other treatment 
models.
The interpretation given to findings from the lAPT pilot sites in Doncaster and 
Newham also requires greater analysis. Many have reported on the success o f the 
pilot sites (Clark, Layard &Smithies, 2007). For instance, it was reported that between 
fifty and sixty per cent o f people showed a significant recovery rate. Moreover, large 
volumes of people were treated demonstrating that greater access could be achieved 
through the use of self-referral. Some were also helped back to work, education, 
training or volunteering. However, in reviewing the data, it could be suggested that 
there are problems with these interpretations. For instance, lAPT-delivered therapy as 
it was delivered in the pilot sites has not been compared with how it is delivered at 
present in accordance with NICE guidelines. There was also little information on the 
therapy that was delivered to similar client populations in comparison to therapy in 
areas where lAPT was not implemented. Furthermore, little is known about whether 
the therapists involved in this research were of higher professional status, experience 
or training than GMHWs currently are. Therefore, it has been suggested that it is not 
known whether lAPT-delivered therapy-especially at step two delivered by GMHWs 
and constituting the bulk of lAPT-is as effective in helping those with mild-moderate 
mental health problems as standard therapy was or is.
The debate is likely to continue as many professionals have aligned themselves with 
either side of the argument. However, whilst this may be relevant, many may have 
lost focus of the reasons for which lAPT was introduced. No research has explored 
the underlying arguments used in favour of lAPT or evaluated lAPT services against 
the arguments on which it was first proposed. Therefore, arguments advanced by 
Layard and others in favour of the implementation of lAPT need to be explored.
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Research aims 
This study aims to:
1) Analyse articles and videos to identify the arguments in favour o f the lAPT 
programme
2) Explore the most prominent arguments given.
The ultimate objective of this study is to inform the debate around the implementation 
of lAPT so that future research can explore whether these arguments are being upheld 
within I APT services.
Research Question
What were the underlying arguments in favour of introducing Improving Access to 
the Psychological Therapies?
Methodology
Design
To address the research aims and questions, a quantitative content analysis (CA) was 
used to analyse data. CA was chosen because it is a reliable and valid tool, which 
enables large quantities of data to be analysed according to a systematic format 
(Krippendorff, 1980). CA has also been used in a variety o f contexts such as public 
relations, media and psychology because of its broad applicability to any 
communication content (e.g. TV, articles).
Analysis Material
A  quantitative CA was conducted on two videos and nineteen general articles written 
about lAPT. General data on lAPT was selected on the basis that it was not written on 
specific aspects of lAPT (e.g. policy documents) and presented a general overview of 
the programme.
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Data was selected by searching online for archives o f newspaper articles from ‘The 
Times,’ ‘Observer,’ ‘The Guardian’, ‘Therapy Today’ (magazine for psychotherapy 
and counselling professionals); ‘The Psychologist’ (magazine for psychology 
professionals), and ‘Health Care Professionals Journal’ (HCPJ). Online sites such as 
lAPT, the Department of Health; Google and You Tube were also used. The table 
depicted below presents the list of materials analysed.
Table A: List o f  analysis ’ material
Author Year Title Source
Anekwe, L. 2008 Talking therapies scheme is 
working, evaluation finds.
http://www.pulsetoday.co.uk
BAB CP Press 
release
BAB CP welcomes £170 million 
boost for CBT.
WWW. cbtnetworks .com
Clark, R. et al. 2009 Speaking up for lAPT. The Psychologist, 22, 6,466-467.
Clark, R., & 
Turpin, G.
2008 Improving opportunities. The Psychologist, 21, 8, 700-701
Cohen, A. 2008 lAPT: A brief history. Healthcare Counselling & 
Psychotherapy Journal, 8, (2), 8-11.
Cohen, A. 2008 GP Advisor to LAPT : Discussing 
the impact of improving access to 
psychological therapies.
http://www.youtube.com
Easton, M. 2010 BBC News: A lift for those who 
are down.
http://www.bbc.co.uk/blogs/thereporte 
rs/markeaston/2008/10
Gray, P. 2007 Improving access to psychological 
therapies-the story so far.
Therapy Today, 18, (2).
Hague, J. 2008 lAPT: What does it mean for 
primary care.
Healthcare Counselling & 
Psychotherapy Journal, 8, (2), 11-14.
Hawkes, N. 2007 More talking therapists to help the 
depressed.
http://www.thetimes.co.uk
Helm, T. 2009 Victims of recession to get free 
therapy: state aid planned to fight 
job anxiety.
www.guardian.co.uk
Hewitt, P. 2006 Speech by the Rt Hon Patricia 
Hewitt, MP, Secretary of State for 
Health: Improving access to 
psychological therapies national 
stakeholder conference.
http://www.dh.gov.uk/en/index.htm
Hodson, P., & 2008 Bringing up lAPT. Therapy Today, 19, (2), 4-7.
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Browne, S.
World Class
Commissioning
Channel
2009 Improving Access to 
Psychological Therapies.
http://www.youtube.com
Johnson A. 2007 Department o f Health press 
release: Johnson announces £170 
million boost to mental health 
therapies.
www.cbtnetworks.com
Johnson, A. 2008 Speech by the Rt Hon Alan 
Johnson MP, Secretary of State 
for Health at the New Savoy 
Partnership Annual Conference: 
Psychological therapies in the 
NHS: Science, practice and 
policy.
www.dh.gov.uk
Layard, R. 2005 Sainsbury Centre lecture: Therapy 
for all on the NHS.
www.cpc-online.co.uk
Layard, R. 2007 And now for the good news about 
therapy.
www.guardian.co.uk/commentisffee/... 
/comment.politics 1
Mickel, A. 2009 lAPT programme fills gap in 
mental health provision.
http://www.communitycare.co.uk
Pollock, L. 2008 Rise of treatment that works. www.guardian.co.uk/society
Turpin, G., 
Richards, D., 
Hope, R., & 
Duffy, R.
2008 Delivering the lAPT programme. Healthcare Counselling & 
Psychotherapy Journal, 8, 2-8.
Analytic Procedure
During the analytic procedure, the following questions were kept in mind: Who says 
what? Who is the audience? Why? How frequently are certain messages emphasised 
and what are the effects? (Hosti, 1969). This study followed the procedure outlined by 
Brown (2007). CA typically involves measuring the frequency of key words, 
sentences or phrases or visual stimuli (coding units) to code the data within a 
systematic and reliable framework. It is assumed that this will highlight the main 
interests that are illustrated within the data. Within this study, coding units were 
sentences (that could be subdivided and assigned to various categories if  appropriate) 
and visual images. Coding units were used to form the basis of preliminary categories 
following the analysis of four pieces of data, which included two videos, a written 
speech and a written article in the HCPJ. Emerging coding was used to identify the 
arguments in favour of lAPT because no previous research has been done in this area.
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Researcher 1 gave the original pieces of data and the preliminary categories to 
Researcher 2.
Both researchers were able to reach an agreement on the categories. Researcher 2 was 
then required to use these categories to code one of the original articles. Inter-coder 
reliability was checked using Cohen’s Kappa in which an agreement o f 0.82 was 
reached (Miles & Huberman, 1994 suggest that a Cohen’s Kappa o f 0.7 must be 
reached).
Ethical Issues
Ethical issues were not significant because this data exists in the public domain. 
Furthermore, this study did not involve any participants and so there was no 
likelihood of distress.
Results
Ten categories emerged from the data: 1) unmet need; 2) insufficient mental health 
services; 3) societal costs; 4) the need for efficient or systematic care; 5) evidence- 
based practice; 6) workforce; 7) individual benefits for the patient; 8) service benefits 
for the provider; 9) (potential) societal gains and 10) government and commissioner’s 
support. The majority of categories represented an overarching theme, which was then 
subdivided into various subcategories. Each category and subcategories are explained 
with some descriptive examples. The frequencies for each category and subcategory 
are illustrated.
1. Unmet need
This category referred to items that made explicit references to the substantial number 
of people who are affected by mental illness and are unable to access treatment. For 
example, ‘at any one time, one in six adults in this country is experiencing some form  
o f  mental health problems. Yet only two million people seek treatment. ' (Patricia 
Hewitt, MP).
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Table 1: Category 1: unmet need
Category 1
Frequency 56
The above result suggests that the majority of articles made some reference to the 
extent of mental illness within society.
2. Insufficient mental health services
This category included references to the gap between the provision of care offered 
prior to lAPT and the demand for treatment. Much of the data emphasised the 
inadequate care provided by existing services to the substantial number of people 
suffering from mental illness. It comprised three subcategories, which are presented 
below with some examples. Descriptions that did not fall into any of these three 
subcategories but made general references to the inadequate care provided by services 
were coded as ‘2d.’
2a) GPs unable to offer the care that patients want: ‘Many o f  these people do not 
want pills but they do want psychological therapy. According to the Psychiatric 
Morbidity Survey under a ha lf o f  all people suffering from  depression were receiving 
any kind o f treatment and fewer than 10% were receiving any kind ofpsychological 
therapy. ’ (Layard, 2005).
2b) Long waiting lists: ‘On average, people can wait six to nine months and in some 
cases, much longer. ’ (Gray, 2007).
2c) Pressure on existing services, which are failing: ‘It is perhaps worth questioning 
why psychological services have fa iled  to thrive in the past. ’ (Turpin, Richards, Hope 
200^.
2d) General statements about insufficient mental health services: ‘Historically, 
treatment o f  low level mental conditions at primary care level has come o ff second 
best in the NHS. ’ (Pollock, 2008).
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Table 2: Category 2: Insufficient M H services
Category 2a 2b 2c 2d
Frequency 11 5 6 63
The greatest frequency was recorded for general references about the inadequate care 
offered by services. Fewer references were recorded for the other subcategories: GPs 
unable to offer the care that patients want; long waiting lists and the pressure on 
existing services, which are failing.
3. Societal costs
This category explored the detrimental impact of mental illness on society such as the 
economic deficit and the effect on relationships. Descriptions were allocated to one 
of three subcategories or coded as ‘3d’ if they made general reference to the societal 
costs of mental illness.
3a) Socio-economic cost o f  mental illness: ‘The cost to the economy in terms o f  lost 
output is around 2% o f  GDP and the cost to the Exchequer is similar-including some 
£10 billion spent on Incapacity Benefits and some £8 billion on mental health 
services. ’ (Layard, 2005).
3b) The strain on relationships: ‘Depression and anxiety puts immense strain on 
relationships with fear and misunderstanding leading even close friends and fam ily  
members to distance themselves from  their loved ones. ’ (Johnson, 2008).
3c) The social exclusion o f  particular groups: ‘We are already seeing employers 
targeting them fo r  redundancy, with problems over home and debt-protection policies 
excluding mental health problems. ’ (Helm, 2009).
3d) General statements about societal costs: ‘Those who are out o f  work are more 
likely to be on medication, admitted to hospital and to die prematurely. ' (Johnson, 
200,^ .
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Table 3: Category 3: Societal costs
Category 3a 3b 3c 3d
Frequency 61 5 21 7
The highest frequencies were recorded for the socio-economic cost of mental illness. 
Following this, the next highest subcategory was social exclusion. Fewer descriptors 
o f the impact of mental illness on relationships and general references to other 
societal costs were observed.
4. The need for efficient & systematic care
This category included references to the need for improved mental health services to 
treat the neglected majority. For instance, some articles referred to various ways in 
which treatment could be organised to improve the delivery of care (e.g. stepped 
care). This category was divided into nine subcategories (descriptors that could not be 
allocated to any of the subcategories were coded as ‘4 j’). Various examples are 
shown below.
4a) Early intervention: ‘Early intervention, as we all know, means that the chances 
o f getting the right results are significantly improved. ’ (Hewitt, 2006).
4b) Reduced waiting list: ‘Ultimately what we want to do is reduce the lengthy 
waiting times at the moment so waiting times can be several months and with the new 
investment through the regional lAPT programme, we are looking to reduce that from  
months down to weeks essentially. ’ (Laban, 2009 retrievedfrom the lAPT video file).
4c) Improved access: ‘Improved access to services fo r  people with depression or 
anxiety is absolutely vital. ’ (Johnson, 2008).
4d) Self-referral: ‘While doctors will initially pu t sufferers in touch with therapists, 
ministers want to move towards a system in which people could refer themselves by 
walking into treatment centres and asking fo r  treatment. ' (Helm, 2009).
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4e) Stepped care/CBT: ‘The new I  APT services will follow a stepped care model in 
which many patients are offered low intensity first, followed by a step up high 
intensity i f  they fa il to recover with the lower step. ’ (Clark & Turpin, 2008).
4J) Care to be delivered to high volumes o f people: ‘The new money, which will be 
spent over the next four years, will treat 900,000 more people fo r  depression and 
anxiety. ’ (Hawkes, 2007).
4g) Collaborative care between professionals or services (e.g. job centre plus, 
health, social services): ‘The most common issues to be encountered are likely to be 
debt, employment, and housing-so the team will also need in-house workers to help 
with these or, alternatively, will need close relationships with debt counsellors, 
employment coaches, and housing workers. ’ (Hague, 2008).
4h) A holistic understanding o f the patientas difficulties amongst professional staff 
(social & psychological needs which contribute to mental health problems): ‘We
know that primary care concentrates and specialises in providing generalist care, 
understanding the whole aspect o f  a particular problem...we know that employment 
influences somebody’s health. ’ (Cohen, 2008a).
4i) Better management o f long term conditions or medically unexplained 
symptoms: ‘In the peak district, a PEC Consortium is developing psychological 
therapy services to enable and improve people’s ability to manage long term 
conditions such as diabetes and heart disease. ’ (Hewitt, 2007).
4j) General statements making direct reference to the need for an improved service:
‘Availability is variable and to some extent dependent upon the local services and 
where you live...in which other branch o f  medicine would that be acceptable? lA FT is 
about making sure we address that. ’ (Mickel, 2009).
Table 4: Category 4: The needfor efficient & systematic care
Category 4a 4b 4c 4d 4e 4 f 4g 4h 4i 4j
Frequency 11 5 62 15 79 20 41 8 28 116
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The highest frequencies were found as follows: general statements making direct 
reference to the need for an improved service; stepped care/CBT; improved access 
and collaborative care between professionals or services. Some references were 
recorded for the subcategories of the better management o f long-term 
conditions/medically unexplained symptoms and the care delivered to large volumes 
of people. In contrast, fewer references were made in respect of early intervention; 
reduced waiting lists; self-referral and the holistic understanding of mental health 
difficulties amongst staff.
5. Evidence-based practice
This category included specific references concerning evidence-based practice, which 
is used to provide support for delivering treatment within lAPT. It was divided into 
seven subcategories excluding category ‘5h.’ Some examples were as follows:
5a) In  accordance with N IC E recommendations: ‘The NICE guidelines on 
depression say that cognitive-behavioural therapy should be offered, as it is o f  equal 
effectiveness to anti-depressants. ’ (Layard, 2005).
5b) Patient outcome: ‘Mean PHQ-9 scores fe ll from  13.45 to 6.51 on completion o f  
therapy, and mean GAD-7 scores fe ll from  12.1 to 6.1-in both cases a significant 
improvement from  moderate to non-clinical depression and anxiety. ’ (Anekwe, 2008).
5c) Clinical evidence (as gathered from  clinical trials, studies, pilot sites):
‘Psychological therapies have proved to be as effective as drugs in tackling these 
common mental health problems and are often more effective in the longer term. ’ 
(Johnson, 2007).
5d) Evidence fo r  models o f  delivery (stepped or collaborative care): ‘The effect size 
fo r  low-intensity CBT fo r  depression (0.8) is very similar to that fo r  high-intensity 
CBT, though low-intensity CBT is generally less effective fo r  anxiety disorders. ’ 
(Turpin, Richards, Hope & Duffy, 2008).
5e) Ethnic monitoring: ‘We are developing what we envisage will be the first 
national standard data collection protocols in the world fo r  psychological therapies, 
including ethnic monitoring data. ’ (Hewitt, 2006).
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5f) Focussed outcomes in employment: ‘As well as health, it measures things like 
financial status and employment. ’ (Hewitt, 2006).
5g) Audits o f  services to monitor progress: ‘The design o f  the minimum data set to 
assess outcomes across four domains was important because it allowed 
commissioners o f  the services to commission fo r  outcomes, rather than contracting 
fo r  the process o f  care-in line with the current policy direction o f  the NHS. ’ (Cohen, 
200^.
5h) General statements on evidence-based practice: Visual image retrieved from the 
lAPT video in which two professionals were depicted as possibly meeting for clinical 
governance was coded as 5h.
Table 5: Category 5: Evidence-based practice
Category 5a 5b 5c 5d 5e 5f 5g 5h
Frequency 36 33 192 14 1 2 4 8
These frequencies reveal a significant emphasis on clinical evidence to support the 
implementation of lAPT. Following this, the subcategories for evidence-based 
practice in reference to recommendations by NICE guidelines and patient outcome 
may also be relevant. However, infrequent descriptors were found in relation to the 
evidence for collaborative or stepped care models; ethnic monitoring; focussed 
outcomes in employment and audits of service outcome.
6. Workforce
The workforce category included references to the development of both the existing 
and novice workforce in order to meet the expansion of the services within lAPT. 
Therefore, some references discussed how a more integrated workforce could result 
from training programmes (specifically designed for lAPT), supervision and
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adherence to work policy documents. This category was divided into two 
subcategories excluding category ‘6c.’
6a) New workforce (GMHWs) and the re-design o f  existing workforce to offer 
stepped care: fo r  low intensity roles, it is recommended that people with relevant life 
and work experience, as well as psychology graduates be encouraged to apply. ’ 
(Pollock, 2008).
6b) Appropriately training and supporting the workforce to lead to an integrated 
systematic workforce: ‘There is a strong emphasis on the availability o f  regular and 
supportive supervision fo r  clinicians at all levels, as well as professional and skills 
development. ’ (Clark & Turpin, 2008).
6c) General statements on the workforce: "The idea is that the typical PCT area 
serving a quarter o f  a million people should have a team o f  40 fully qualified 
therapists. ’ (Layard speaking with Hods on & Browne, 2008).
Table 6: Category 6: Workforce
Category 6a 6b 6c
Frequency 57 87 74
Table 6 suggests that the data focussed on the amount of training and support that 
would be required to form a systematic workforce. General references about the 
workforce also appear to be significant.
7. Individual benefits for tbe patient
This category included explicit references to the patient benefiting from lAPT 
services because o f the greater access to treatment. Some references referred to the 
sense of hope that could emerge as a result of treatment and the importance of choice. 
Similarly, this category was divided into four subcategories. No general reference to 
the individual benefits for the patient was found. Examples included:
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7a) Offering hope and transforming lives: In  an emotional address to the health 
workers gearing up fo r  the expansion o f  such services, Antony revealed how CBT had 
transformed his life in a matter o f  weeks. ’ (Easton, 2010).
7b) Personalised care: ‘Treatment to be delivered in different formats and settings 
according to patient need and response. ’ (Turpin, Richards, Hope & Duffy, 2008).
7c) Patient choice: ‘Improving access to psychological therapies will give people 
with mental health problems a real choice o f  treatment, helping to reduce dependence 
on medication. ’ (BABCP Press Release).
7d) Providing people with what they want: ‘The your health, your care, your say 
consultation with the public-leading up to last year’s White Paper-made it clear that 
the provision o f  psychological therapies is wanted and needed. ’ (Hewitt, 2006).
Table 7: Category 7: Individual benefits fo r  the patient
Category 7a 7b 7c Id
Frequency 23 3 35 2
Table 7 illustrates that some references were made to the individual benefits for the 
patient with the highest frequencies being recorded for patient choice, which was 
closely followed by offering hope and transforming lives. Fewer references were 
made in relation to personalised care and providing people with what they want.
8. Service benefits for the provider
This category contained references to the various ways in which the NHS is likely to 
benefit from an increased provision of care that is possibly more efficient, effective 
and accessible. Coding for this category included examples, which are shown below. 
A general statement made about the service benefits for the provider was coded as 
‘change in service provision (Be).’
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8a) Reduced hospital admissions: ‘People often have anxiety as well as the 
respiratory problem; they are more likely to be admitted to hospital as well 
Managing anxiety will make it less likely fo r  them to be admitted. ’ (Cohen, 2010).
8b) Less pressure on GPs: ‘Every GP surgery now has mental health sta ff who 
provide assessment and a range o f  psychological therapies. ' (Hewitt, 2006).
8c) More capable workforce: ‘...for all s ta ff who contribute to the delivery o f  
psychological therapy services might contribute to enhancing the capacity and 
capability o f  the worlforce. ’ (Turpin, Richards, Hope & Duffy, 2008).
8d) Clear service guidelines & the improved organisation and delivery o f  care: 
‘Readers. ..are referred to www.iapt.nhs.uk where they will fin d  the Implementation 
plan, the Commissioning Toolkit... ’ (Clark et al, 2009).
8e) Change in service provision: ''This major expansion o f  psychological therapies 
represents a historic transformation o f  mental health services in our country. ’ 
(Johnson, 2007).
Table 8: Category 8: Service benefits fo r  the provider
Category 8a 8b 8c 8d 8e
Frequency 6 5 1 9 1
The above results demonstrate that a small number of articles discussed the service 
benefits for the NHS. Few frequencies were recorded for all the subcategories.
9. (Potential) Societal gains
This category included descriptions of the various ways in which society could 
benefit from improved mental health services. For instance, the data suggested that 
(potential) societal gains could outweigh societal costs because increased wellbeing of 
the population may result in improved or maintained employment. It was divided into
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six subcategories. Similarly, examples, which could not be allocated to the 
subcategories but made explicit reference to societal gains, were coded as ‘9g.’ 
Examples were as follows:
9a) Increasing national awareness o f MH issues: ‘Mental health problems need to 
be recognised as a normal part o f  human experience. ’ (Johnson, 2008).
b) Social inclusion (equal access to all e.g. ethnic minorities, elderly, unemployed, 
those with accommodation issues): ‘Equality o f  access especially fo r  black and 
ethnic minority (BME) communities is also an area in which psychological therapies 
can contribute. ’ (Turpin, Richards, Hope & Duffy, 2008).
c) Cost effectiveness o f services (reduced public spending): ‘The original report by 
Lord Layard, urging mass availability o f  psychological therapies, suggested that 
saving on incapacity benefits would meet the costs. ’ (Pollock, 2008).
d) Benefits to the community: ‘The lAPTprogramme has already made a substantial 
contribution to improving the mental health o f  those suffering from  a range o f  
common mental disorders. ’ (Clark et al, 2009).
e) Maintained or improved employment: ‘The government’s pathways to work pilots 
show that many o f  these people can be helped back to work. ’ (Layard, 2005).
f)  Reduced stigma: ‘We all have a responsibility government, health professionals 
and the media to figh t prejudice that people with mental health problems experience. ’ 
(Johnson, 2008).
g) General statements made about (potential) societal gains: ‘No longer will we 
have the intolerable anomaly that while almost every physical wound gets treated, the 
wounded minds o f  millions go without treatment. This is a revolution. ’ (Layard, 
200:^ .
136
Table 9: Category 9: (Potential) societal gain
Category 9a 9b 9c 9d 9e 9f 9g
Frequency 5 32 33 21 41 24 16
The majority of articles contained explicit references to the (potential) societal gains 
as a result o f the lAPT programme. From the table, it can be observed that most 
descriptions in this category were made in relation to the prospect of maintained or 
improved employment, closely followed by the cost effectiveness of expanding 
mental health provision and socially inclusive services. The subcategories of the 
benefits to the community and the reduction o f stigma display similar frequencies 
whilst fewer references were made to general societal gains and increasing national 
awareness.
10. Government or Commissioner’s support
This category referred to descriptors, which emphasised that the government and 
commissioner’s support were essential to fund the lAPT programme to provide the 
necessary provision of care. This category included descriptions such as ‘it seeks to 
deliver on the Labour Government’s 2005 General Election Manifesto commitment to 
improve access to psychological therapies fo r  those who require the help o f  the 
mental health services. ’ (Gray, 2007).
Table 10: Category 10: Government or commissioner support
Category 10
Frequency 79
Table 10 suggests that much o f the data made some reference to the government and 
commissioner’s support, which may have been significant in the implementation of 
the lAPT programme.
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Table 11 refers to the total frequencies fo r  each category:
Category Frequency
1) Unmet need 56
2) Insufficient mental health services 85
3) Societal costs 94
4) The need for efficient or systematic care 385
5) Evidence-based practice 290
6) Workforce 218
7) Individual benefits for the patient 68
8) Service benefits for the provider 22
9) (Potential) Societal gains 172
10) Government or Commissioners’ support 19
Table 11 illustrates that the highest frequencies were recorded for the need for 
efficient or systematic care; evidence-based practice; workforce and (potential) 
societal gains. Moderate references were made with regard to the societal costs; 
insufficient mental health services and government or commissioner’s support. Fewer 
references were observed in relation to individual benefits for the patient and unmet 
need. The frequency recorded for service benefits for the provider appears to be an 
anomaly in terms of frequency in comparison to the other categories.
Discussion
This study revealed that the most common arguments in favour of lAPT were the 
need for efficient or systematic care; evidence-based practice; workforce and
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(potential) societal gains. Moderate numbers of references were made to societal 
costs; insufficient mental health services; government or commissioner’s support; 
individual benefits for the patient and unmet need. Infrequent references were 
recorded for service benefits for the provider. This discussion will explore the 
findings of the most common arguments with explicit references to data and in 
relation to the other categories. The limitations of the study will also be addressed. 
Lastly, some aspects of the debate in light of these findings will be briefly discussed 
using existing research to evaluate how these arguments are currently being upheld 
within services.
The context prior to I APT demonstrated that there was a demand for improved 
services, which may provide support for the most frequently referenced argument 
being the need for efficient or systematic care. For instance, the data suggests that 
unmet need; insufficient mental health services; societal costs and the government or 
commissioner’s support were significant drivers in the implementation o f lAPT. For 
instance, explicit references demonstrated that mental illness was widespread and yet 
the majority of sufferers were not receiving any form of treatment (Hawkes, 2007). 
There was a void between the demand for treatment and the care that could be 
provided. Therefore, the majority of data considered various arguments to illustrate 
the reasons underlying the lack of provision of care within mental health. This could 
account for the highest frequency within the category of insufficient mental health 
services being related to general descriptors. For instance, data acknowledged that 
inadequate care was attributed to an absence of known treatments and a lack o f clear 
leadership (Turpin, Richards, Hope & Duffy, 2008). The results also revealed that the 
categories of insufficient mental health services and societal costs occurred with 
similar frequency. This may support the idea that there is a relationship between the 
two because they both contribute to the greater need for improved services.
The government may also have given priority to the implementation o f more efficient 
services because it was suggested that insufficient care was having debilitating effects 
on society (Layard, 2004). The results showed that the most frequently referenced 
subcategory within societal costs was related to the socio-economic deficit o f mental 
illness as opposed to social exclusion and the impact upon relationships. For instance, 
in the majority of data, some concern was exhibited over the costs of incapacity 
benefits that were attributed to mental illness (Hague, 2008). This finding appears to
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be consistent with the Layard report (2004) in which greater emphasis was placed on 
the significant socio-economic costs of mental illness. The results demonstrated that 
the next highest subcategory within societal costs was social exclusion, which may be 
related to the socio-economic deficit. For instance, it was argued that many are 
confronted with unemployment and homelessness because of discrimination 
(Johnson, 2008). This may contribute to total economic loss due to reduced earnings, 
health care costs and costs for housing. This seems to provide support for the 
argument that efficient services are needed in order to incorporate a holistic and 
collaborative network of professionals and services (which lAPT aims to achieve). 
Consequently, insufficient mental health services and the debilitating socio-economic 
deficit may have led to the government investing in the ‘transformation’ of services 
(Cohen, 2008b) (which might explain the similarity of frequencies recorded for the 
(sub) categories of insufficient mental health services; socio-economic deficit & 
government and commissioner’s support) to ensure that they are efficient, (cost) 
effective and accessible.
The context into which lAPT was introduced seems to provide a valid explanation for 
the majority of data focusing on the organisation of resources to improve the delivery 
of care. For instance, many descriptors within the category of need for efficient or 
systematic care explored the use of treatment centres (Hague, 2009); the geographical 
accessibility of treatment (Mickel, 2009) and the adaptation of different services to 
local need. This may account for the finding that the highest frequency was recorded 
for general statements about the need for more efficient or systematic care because 
descriptors went beyond the subcategories. The next highest frequencies within this 
category were recorded for the subcategories of stepped care or CBT and improved 
access. This seems to support data that suggests that CBT variants are used in both 
high and low intensity treatments within stepped care to provide greater access (Clark 
& Turpin, 2008). Lastly, the findings suggest that the subcategory of stepped care 
may be related to the category of evidence-based practice.
Evidence-based practice was the second most referenced argument because following 
the need to efficiently utilise resources, services must ‘deliver treatments that 
work...and get the right results’ (Hewitt, 2006). This provides an explanation for the 
majority of data placing an emphasis on clinical trials, studies and pilot sites (Clark et 
al, 2009). Additionally, the categories of evidence-based practice and the need for
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more efficient or systematic care may be closely related because they are relevant to 
stepped care. For instance, research suggests that the clinical and socio-economic 
benefits of stepped care are dependent on the clinical outcomes, the efficient use of 
resources and the acceptability of interventions to both patients and therapists (Bower 
& Gilbody, 2005). Therefore, the reported ‘success’ of evidence-based practice may 
increase the public’s acceptance of these interventions. Consequently, increased 
public awareness could impact upon patient motivation, which may improve clinical 
outcome (Cohen, 2008b). Furthermore, some patients may exhibit hope about 
transforming their lives because they have a choice over treatment (which could 
explain the similarities in the frequencies between these subcategories within the 
category of individual benefits for the patient). Following this, individual benefits for 
the patient could influence potential societal gains (e.g. improving relationships) 
(Turpin, Richards, Hope & Duffy, 2008).
The data suggested widespread belief that the expansion of services required a larger 
workforce (Hewitt, 2006), which provide some understanding of the reasons why the 
workforce category was the third most common argument. The data implies that prior 
to lAPT, mental health services were unable to cope with the demand partly because 
o f the lack of manpower. Therefore, explicit references explored how the new and 
existing workforce could be trained and supported (reflecting the highest frequency 
recorded for this subcategory) to deliver evidence-based treatments (Turpin, Richards, 
Hope & Duffy, 2008). Furthermore, others focussed on how the workforce could be 
integrated (e.g. using career frameworks) to contribute to the development of a more 
capable workforce (Clark et al, 2009). Interestingly, some articles proposed that 
workers with previous mental health problems could apply for posts within lAPT 
(Pollock, 2008). This may suggest that government is reinforcing the message that it 
is against workplace discrimination as a result o f stigma (Johnson, 2008). This could 
support the government’s agenda for managing the societal costs of mental illness by 
supporting people back into employment.
Various references from the data implied that lAPT might have (potential) societal 
gains, which could provide some support for this category being the fourth most 
common argument given in favour of lAPT. For instance, I APT is based on the 
economic argument that a substantial number of people will be ‘cured’ resulting in a 
reduced expenditure on incapacity benefits (Johnson, 2007). This suggests that the
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subcategories of the cost effectiveness and social inclusiveness of services as well as 
improved or maintained employment are crucial in determining the socio-economic 
deficit (this may account for the similarity in frequencies across these three 
subcategories). Moreover, the similar frequencies displayed by the subcategories o f  
benefits to the community and reduced stigma may be relevant to the nature of 
socially inclusive services; collaborative care between professionals or services and 
improved or maintained employment. For instance, the data suggests that treating 
people within a holistic approach may result in greater access to treatment; a greater 
understanding of mental illness; improved wellbeing for the community (and 
individual) and improved employment.
All of the four most prominent arguments may potentially determine the service 
benefits for the NHS. For instance, if  resources are efficiently and effectively 
delivered by a more capable workforce then it may have (potential) societal benefits 
(e.g. a healthier society) and reduced health costs for the NHS. However, the 
frequencies for the service benefits for the provider may suggest an anomaly (please 
see the limitations below).
Limitations
The findings of this study were revealing, however, there were some limitations. 
Although an acceptable index of Cohen’s Kappa (Miles & Huberman, 1994) was 
reached on a preliminary analysis, another researcher did not analyse the entire data 
set. Therefore the analysis of data is predominantly based on the interpretation of the 
main researcher. Although the methodology of quantitative content analysis was 
followed in a systematic way, only ten percent of the original data was used to form 
the categories and subcategories. This may explain the reasons why a lot o f the 
fi*equencies fell under ‘general statements’ made about the category. The study also 
revealed the pattern of most prominent arguments in favour of lAPT but did not 
explore the reasons for this pattern. Interviews could have been used in conjunction 
with this data to confirm the various arguments for lAPT and the underlying 
motivations behind them. The data was also restricted to the availability o f general 
articles on LAPT, which meant that various policy documents could not be analysed. 
The length of articles also ranged fi*om one to six sides, although both videos had a
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duration of five minutes. Thus more data could have been gathered from some of 
these materials, which may have distorted the results. It is also significant that the 
findings for the category of the service benefits for the provider appear to be an 
anomaly. This could be due to the ill-defined sub-categories within this category 
because they were not clearly differentiated from the categories o f the need for 
efficient or systematic care and the workforce. However, the service benefits for 
provider may be still debatable because it is not clear at present whether lAPT 
services are (cost) effective, efficient and accessible in practical reality.
Research on lAPT services & future research
The context prior to lAPT presents valid arguments in favour Of lAPT; however, the 
little available research suggests that there is a discrepancy between political rhetoric 
and the way in which lAPT services have been implemented. For instance, some 
research has challenged whether lAPT services are offering more efficient and 
systematic care and in turn whether there are increased societal gains. A recent survey 
of people trying to access psychological therapies revealed long waiting lists, 
associated with a reduced likelihood of helping people return to employment (Walker, 
2010). It was found that one in five people waited for therapy for a year and one in ten 
people had been waiting for two years. Statistics also revealed that one third received 
treatment in less than six months. In turn these long waiting times were associated 
with detrimental effects both on individuals and the communities in which they lived.
Although lAPT’s emphasis was also on increasing access to a range of psychological 
therapies (and therefore more efficient care), it has been found that lAPT services are 
replacing non-IAPT services in both primary and secondary care (Pownall, 2010; 
Walker, 2010). This seems to have led to a greater demand being placed on the 
voluntary sector to meet this need and most significantly, has left those with complex 
needs without treatment (Walker, 2010). How has this increased the provision of care 
offered prior to lAPT when it has simply replaced other valuable services? As some 
services have advocated an overreliance on CBT therapy will this inevitably restrict 
patient choice over the type o f treatment they may want? (Walker, 2010). Lastly, 
increased public awareness of services may increase the demand for care which 
makes it less likely that LAPT services will meet the demand (Robinson, 2008).
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Some evidence has also revealed that children, older adults, men and black and 
minority groups are still excluded from treatment (Walker, 2010). This undermines 
lAPT’s emphasis and this study’s reference to social inclusion (as one of the potential 
societal gains). For example, although evidence suggests that elderly people represent 
one quarter of inpatient admissions, they are rarely offered access to psychotherapy 
services (Carvel, 2009). Additionally, half as many men in comparison to women and 
only a quarter of children with mental health issues access lAPT services (Walker, 
2010).
Research has also found that greater priority was given to high risk patients and 
meeting government targets across six trusts (Carvel, 2009). Thus will the pressure on 
services to meet government targets in order to receive funding be at the expense of 
offering efficient, effective, equitable and accessible care? Are these the kind of 
‘patient-led’ services that the commissioners suggested? Although the case for 
socially inclusive services could have real societal gains through greater access for all, 
closer scrutiny must be paid to whether this is being met within services or if  
superficial claims are being made.
It has also been suggested that the government’s emphasis on the possibility of 
improved or maintained employment as a (potential) societal gain (and reduced 
economic deficit) is naive. The conservative government’s recent proposal to 
introduce a new work capability assessment for those claiming incapacity benefits 
suggests that blame is allocated to the client. However, evidence suggests that 
workplace discrimination is the main difficulty that prevents people from accessing 
employment (Social Exclusion Unit, 2004). It has also been estimated that only 1.0 % 
of those on incapacity benefits are due to fraudulent claims (Department of Work and 
Pensions, 2009) which implies that the government’s proposal is unlikely to deter the 
substantial majority who access benefits for genuine health reasons. Therefore, 
Layard’s (2004) proposition that reduced expenditure on incapacity benefits will fund 
lAPT services seems to be unsubstantiated. This may undermine some o f the 
‘(potential) societal gains’ as the cost of mental illness will still exist.
With respect to this study’s finding of lAPT’s emphasis on providing a more 
integrated workforce, it has been found that professionals who practice outside of 
lAPT’s recommended therapy modalities are currently facing unemployment
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(Walker, 2010). This has led to inappropriate referrals being made to lAPT workers, 
which has ultimately affected the retention of these workers. Moreover, how can 
lAPT workers receive the appropriate supervision and support if  professionals with 
differing levels of competence are not there to oversee their work? The incorporation 
of the existing workforce seems crucial if  services are going to meet the demand and 
most significantly, the needs of patients who are not eligible for lAPT services.
Future research could evaluate lAPT services against the arguments found in this 
study to explore whether I APT is achieving what it was meant to achieve. For 
example, the unmet need and the accessibility, effectiveness and equitability of 
services can be monitored through waiting list times; psychotherapy referrals and 
ethnic monitoring records. Alternatively, the clinical and cost effectiveness of 
treatment in addition to whether individual needs are being met could be explored. 
For example, questionnaires could evaluate patients’ treatment outcomes; patients’ 
perceptions o f the effectiveness o f treatment; employment status and life style 
changes. Data on relapse rates, DNAs and requests for additional therapy could also 
be gathered. Moreover, lAPT workers and their university lecturers could be 
interviewed to assess whether these practitioners feel that they are effectively trained 
and supported to deliver these treatments. Lastly, other research could assess the 
discourse between various professionals within the trust and between different 
services (e.g. employers and lAPT).
Conclusion
This study suggests that context prior to lAPT required an improved provision of care 
carried out by a more capable and expansive workforce. In turn, it was suggested that 
this could have (potential) societal gains. Although these arguments provide a valid 
case in favour of lAPT, existing research challenges the very efficiency, accessibility 
and effectiveness that lAPT stood for. Future research needs to evaluate lAPT 
services against the arguments on which lAPT was based. This may help ascertain 
whether services are offering increased access to various psychological therapies, 
improving waiting times, improving or maintaining employment, reducing the 
economic deficit, offering equitable access, building a more capable workforce and 
are inclusive of non-IAPT services. Improving access to psychological therapies for
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the ‘neglected majority’ is vital especially when mental illness is expected to increase 
(Walker, 2010).
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Appendix 1 
Personal reflections
Personal therapy was vital in revealing how my disappointment and anger over not 
being able to pursue my original research proposal was related to a need for 
significant others to take more responsibility in my life. Personal therapy also helped 
me to explore how my lack of faith in the research process and my work-life 
imbalance represented deeper underlying issues. My current second year placement 
has also been influential in shaping my view o f lAPT and its impact upon existing 
services. Each of these issues will now be explored in greater depth.
The ‘rejection’ of my original research proposal was a significant turning point in 
understanding my sense of self. Initially I was interested in exploring the process and 
outcome o f therapy delivered by GMHWs and Professionals. I was aware that 
obtaining NHS ethical approval wouldn’t be easy and that I would need the support of 
a field supervisor; the manager of the service where I would work and the manager o f 
that locality. My supervisor and I endeavoured tirelessly to find some support but to 
no avail. Some suggested that they didn’t want to be involved with research because 
they were bidding for lAPT services whilst others seemed hostile. Realising that my 
optimism and belief in uneensored research within the NHS was apparently naive, I 
was left dismally disappointed, angry and frustrated. I was surprised that some o f its 
employees were unwilling to take responsibility for the care that the NHS provides 
and how it may impact on the future of existing services.
Personal therapy was important in allowing me to express my grievances and 
acknowledge the underlying motivations for undertaking such a project. I was made 
aware that perhaps my need to have the NHS take responsibility for I APT may 
parallel my underlying frustration with my family to assume a more responsible role. 
For instance, I have felt constantly thrust into the parent role as opposed to that of the 
child within my relationship with my parents. Thus my need to have I APT improve its 
efficiency of care for others may reflect my underlying need to be cared for.
Personal therapy has also revealed that my lack of faith in the research process was 
significant. I worried about having not chosen the ‘right’ articles and about the 
subjective nature of the analysis. I felt anxious about whether I was coding the data
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sufficiently and whether someone else might have better results from the data. Once 
again, it seemed my issue of confidence in my ability was interfering with my 
potential. Personal therapy has helped me explore these issues in greater detail and 
although it is still an ongoing process, I was able to internalise that my work reflects 
my understanding, which is good enough. Moreover, others will always have different 
or similar views to me but each person will be influenced by their own agenda and 
worldview. This understanding has left me more able to contain my anxieties and to 
work towards my interpretation of LAPT arising from the data.
A research project is time consuming and I found my work-life imbalance revealed 
further significant insight within personal therapy. Having been aware that this course 
required commitment and sacrifice, I have found that this course has felt like an 
engulfing cloud of smoke, which I have allowed to assume precedence over my life. 
Whilst work is important, I feel that my identity and self-worth is very much overly 
invested within my academic performance. Within personal therapy, I re-iterated 
some of my difficulties in writing the report as well as having to attend to very 
personal crises within my life. It soon became clear that my work-life imbalance 
reflected a deeper difficulty with staying in touch with a painful reality. It was 
suggested and agreed that I use work as my vehicle to displace all my emotions 
because thinking distracts me from having to contend with difficult feelings. This 
information in addition to my lack o f confidence has helped me understand my need 
to make my own mark in the world, whether it is through the attainment o f further 
qualifications or making the world listen to my concerns about lAPT.
My work experience has also been significant in further strengthening my zest for 
LAPT. This year I have worked within a secondary care psychodynamic service seeing 
clients with complex issues whilst receiving supervision and working with qualified 
and well-experienced professionals. I found psychodynamic therapy very enlightening 
and effective because it encourages the exploration of deeper underlying issues. Thus 
I was ecstatic at the prospect of the recent introduction of psychodynamic therapy 
within lAPT. However, a well-experienced colleague revealed that lAPT has made it 
difficult to find work within primary care. This led me to question the individuals who 
would eventually deliver psychodynamic therapy. I wondered whether lAPT’s 
desperate need to be cost effective and use employees with less experience would
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affect the provision of care that is delivered. The answer to this question remains to be 
seen but I hope that it won’t be at the expense of expert professionals.
My research has been relevant to my personal experience. I have leamt that there are 
ongoing issues that require further exploration, which I am willing to address. 
Although I am aware of the underlying motivations of my need to ‘improve’ lAPT, I 
feel that there is a practical reality to my arguments, which needs addressing. I agree 
with the government that it is our responsibility to contribute to a better health care 
system in which therapy is for all. These services will predominantly shape the 
counselling and psychotherapy realm, whether in the NHS or in private practice, 
because it will affect the provision of care that will be available. Therefore, isn’t it 
about time more people took notice and contributed to the well-being of society?
154
Year 3 Research
Recent counselling psychology graduates’ perceptions of lAPT & its 
effects: An interpretative phenomenological study
155
Abstract
‘Improving Access to Psychological Therapy’ (lAPT) is a new government scheme 
developed to increase access to treatment for those suffering from common mental 
health problems (Layard, 2006). However, its recent introduction has led to much 
debate as to whether it is an ‘opportunity’ a or ‘threat’ to psychology services (Turpin, 
2009). This study aimed to explore the perceptions of I APT of recently graduated 
counselling psychologists looking for employment. The objective is to gain insight 
into how, if  at all, this new scheme affects the professions o f counselling 
psychologists. Semi-structured interviews were conducted with five participants. 
Interpretative Phenomenological Analysis (IPA) was used to analyse the data (Smith, 
1996) and yielded two master themes: 1) the professional self and 2) lAPT as a new 
way to treat mental illness. Results are discussed in relation to past literature and the 
implications of these results and future directions given.
Introduction
The government has recently implemented the ‘Improving Access to Psychological 
Therapy’ (lAPT) Programme to increase access to treatment for those suffering from 
common mental health problems (Layard, 2006). LAPT has been depicted as either an 
‘opportunity’ or a ‘threat’ to psychology services (Turpin, 2009). The government has 
never before given so much funding to the mental health seetor, yet many have 
criticized the economic and clinical assumptions underpinning lAPT and its adoption 
of the CBT model (Marzillier & Hall, 2009). Amongst other potential issues (see 
Ramiah, 2009, 2010), little research has explored LAPT’s impact, if  any, on the 
professions of counselling psychologists who were previously fundamental in the 
delivery of psychological therapies. This research focuses in particular on the 
perceptions of lAPT in relation to the role and prospects of newly qualified 
eounselling psychologists looking for employment.
The lAPT programme emerged from the Layard Report (2004). The total economic 
cost o f mental illness was estimated to be twenty-five billion pounds per year. Most 
significantly, only a quarter of patients received treatment and there was a nine-month 
waiting list for psychotherapy. Economie analysts suggested that evidence-based
156
interventions could reduce the costs of incapacity benefits, which would fund the 
provision of these services and reduce waiting lists (Layard, Clark, Knapp & Mayraz,
2007). This would enable those with mild-moderate problems to access low intensity 
treatments provided by Graduate Mental Health Workers (GMHWs) and the more 
complex cases to be treated by specialist professionals. The government’s explicit 
agenda was thus to improve access to the ‘neglected majority’ and reduce the 
country’s economic costs.
lAPT has led to an ongoing debate surrounding the practicalities of the programme. A 
review of the relevant literature (Ramiah, 2008) has revealed that there are significant 
difficulties in integrating GMHWs within the NHS due to an absence of national 
policy (England & Lester, 2007). Furthermore, existing research on the low intensity 
treatments offered by GMHWs has yielded equivocal findings (Papworth, 2006). 
Most significantly, there is limited research on the long-term clinical benefits and cost 
effectiveness of self-help material, raising further concern over its current usefulness 
as a therapeutic tool in the NHS. Lastly, although research results are equivocal (Roth 
& Fonagy, 2005), it has been suggested that therapists’ experience and training may 
affect their ability to establish a therapeutic alliance (Okiishi, Lambert, Nielsen & 
Ogles, 2003). This could ultimately influence the clinical outcomes o f GMHWs and 
the extent to whieh healing can take place within the process of therapy (Cooper,
2008).
Some have also argued that the adoption of a CBT-dominated approach may have had 
an impact on the provision of psychological therapies delivered by psychologists in 
the NHS. Firstly, an overreliance on CBT may conflict with the philosophy of 
counselling but also with clinical psychology because it is perceived as reductionist 
and thought to provide an incomplete explanation o f a client’s presenting difficulties 
(James, 2009). Secondly, whilst there is an expectation that qualified psychologists 
can assume high intensity roles by completing a course specifically in CBT, only ten 
per cent of psyehologists are included in this workforce (Turpin, 2009). This suggests 
that the need for cost effectiveness and efficiency has led to the presumption that 
other professionals can deliver comparable results and are less expensive (James, 
2009). This appears to undermine the experience, training and accreditation of 
psychologists, which may have contributed to inter-professional competition.
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Currently, there is an emphasis on psychologists demonstrating specific role 
competencies in order to ‘prove’ that they represent value for money.
In May 2011, the Division of Counselling Psychology produced a paper entitled 
‘Employment Matters,’ which addresses some of the concerns illustrated above. 
Anecdotal evidence suggests that lAPT has either led to various job opportunities or 
involved a restructuring of departments and a change in job specifications. Adult 
mental health services also seem to have been more widely affeeted than other 
sectors, with some CBT practitioners delivering therapeutic interventions to patients 
previously seen by psychologists. In some areas CBT practitioners have also been 
regarded as having equivalent therapeutic competencies to psychologists, which has 
led to a reduced fee being charged by psychologists. As argued by Turpin (2009), the 
Division emphasizes that counselling psychologists need to demonstrate and inform 
others of their eompetencies in therapy, supervision, research, management and CPD 
development. The Division has already been involved in plans to promote the 
recognition of skills and knowledge of psychologists to employers.
The Division’s involvement in promoting the competencies of counselling 
psychologists suggests that lAPT may represent more of a ‘threat’ than an 
‘opportunity’ to the identity of counselling psychologists. One theory that may be 
relevant to understanding how counselling psychologists cope with a threatened 
identity is Identity Proeess Theory (IPT) (Breakwell, 1986).
IPT (Breakwell, 1986) proposes that the structure of identity can be organised into 
two dimensions: content (characteristics that define an individual’s identity) and value 
(each characteristic has a positive or negative value, subject to revision). Two 
interacting psychological processes known as assimilation-aeeommodation and 
evaluation regulate the structure of identity. Assimilation-aeeommodation refers to 
the incorporation of new information and the adjustment of the existing identity 
structure in light of this information. In the evaluation process, meaning and value is 
attached to the contents o f identity. These two processes in turn are guided by four 
principles such as continuity (a need to maintain a consistent sense of self across time 
and place), distinctiveness (a desire to be unique), self-efficacy (the extent to which 
one feels in control of one’s life) and self-esteem (a need to maintain a positive view 
of the self) (Breakwell, 1992). Thus IPT suggests that a threat to identity occurs when
158
a change in social context (e.g. the introduction o f lAPT) challenges these principles 
and therefore poses a threat to the overall identity structure.
With this in mind, research is needed to explore the perceptions o f lAPT o f recently 
graduated counselling psychologists who have yet to establish themselves in the NHS 
because they are likely to obtain NHS posts that may have been affected by lAPT. 
This may illuminate whether the reduced number o f psychology posts in the NHS is 
having an effeet, if  any, on the perceived role and prospects o f recently graduated 
counselling psychologists. It may also uncover whether there is a perception of a 
threatened identity amongst recently graduated counselling psychologists in the NHS 
as a result o f lAPT. This raises many questions, which this researeh will try to 
illuminate.
Research Aims
The aim of this study was to investigate the perceptions of recently graduated 
counselling psychologists of lAPT. The objective was to gain an insight into how, if 
at all, this new scheme affected the perception o f their profession for newly graduated 
counselling psychologists. To help fulfil this aim and objective the research asked:
How do recently graduated counselling psychologists looking fo r  jobs understand 
lAPT in relation to their prospects and role within the NHS?
To answer the research question, a qualitative approach was adopted. Qualitative 
methods are flexible and interested in the individual’s phenomenological world 
instead of trying to portray an objective reality of the phenomenon under investigation 
(Mason, 2003). The method of data collection employed was semi-structured 
interviews, chosen because this approach provides the researcher with a ‘loose 
agenda’ to structure the interview session (Smith, Flowers & Larkin, 2009). The 
researcher asks some questions but the participant has space to follow what is of 
interest to him/her. At the same time the researcher can follow what the participant 
considers interesting or important.
To analyse the data an interpretative phenomenological analysis (IPA) (Smith et al, 
2009) method was employed. A phenomenological approach to data analysis was
159
adopted as phenomenology is concerned with a person’s subjective experience of 
objects and relationships within the world (Smith et al, 2009). It invites us to suspend 
belief in a real world or the existence of “truth” and instead focuses on the perceptions 
of individuals. Further, phenomenology focuses on the meaning and the 
interpretations that an individual attributes to their experience in order to make sense 
of their social context (Smith et al., 2009). Phenomenology also emphasises that 
individuals can never fiilly understand another person’s experience because each has a 
unique perception of the world but that researchers can attempt to understand the 
qualities of another person’s experience through the social encounter of the interview. 
Thus a phenomenological approach was chosen as this study aims to capture 
individuals’ subjective understandings of LAPT in relation to their role and prospects 
in the NHS.
IP A (Smith, 1996) was identified as a suitable method because it enables the 
researcher to capture a detailed account of an individual’s lived experience within a 
particular context. Consistent with a phenomenological stance, IPA also reeognises 
that access to the internal world of the individual is dependent on a “double 
hermeneutic.” That is, the researcher attempts to make sense o f the individual’s world 
while the individual attempts to understand their world (Smith, 1996,2003). Thus, the 
researcher is involved in a process of continuous interpretative activity and needs to 
reflect, and bracket how their conceptions may influence the research process.
Method
Participants
The study followed a purposive sampling strategy (Smith et al, 2009) to recruit 
participants, with the purpose of inquiring into the perceptions of lAPT, beeause of 
their knowledge of psyehotherapy. The sample was homogenous (Smith et al, 2009), 
with all participants having the same experience of lAPT (they were all graduates 
who had heard about lAPT and were looking for employment within the NHS).
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Inclusion criteria also required participants to be graduates from a practitioner course 
in counselling psyehology in the last three years or to be near the end o f their studies.
Five participants were interviewed for this study. A convenience sample o f recently 
graduated counselling psychologists looking for employment were recruited by 1) 
advertising on the Division of Counselling Psychology website (Appendix 1), and 2) 
emailing the course secretaries of eleven practitioner courses in counselling 
psychology to request that they email an information sheet (Appendix 2) to graduates 
and trainees in their final year.
Partieipants were four women and one man, between 26 and 33 years o f age. Two 
participants were Greek and three were British. Four participants had graduated from 
a practitioner course in counselling psychology and one had recently finished her viva 
exams. Three participants were recruited fi'om the same university whilst two were 
recruited from two different universities. The time spent looking for employment until 
the time of the interview ranged from four to twelve months (average time: seven 
months).
Ethical Issues
This project was not deemed to present any ethical concerns following the guidelines 
produced by the University of Surrey Faculty of Arts and Human Sciences Ethics 
Committee (e.g. participants were not seen as vulnerable). Participants were also 
informed of the right to withdraw at any stage of the research process. Although this 
study was unlikely to cause any distress to participants, they were invited to discuss 
concerns in person, telephone or email. Participant anonymity and issues of 
confidentiality were protected with the use of pseudonyms. Furthermore, information 
regarding the results of the study was only aceessible by the researcher via a password 
protected pen drive and computer. Following the completion of the research, 
participants will be able to view the results of the study and are free to withdraw any 
information if  they wish to do so. Audio recordings will also be destroyed once they 
have served their purpose.
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Interview Procedure
A semi-structured interview (lasting approximately thirty-five minutes to an hour) 
was eonducted with each participant to elicit an in-depth account o f his/her 
experience. The interview schedule (Appendix 3) consisted of open-ended questions 
and probes derived following a review o f the relevant literature and with the research 
question in mind. Interviews initially explored participants’ general experiences 
following completion of their course (allowing participants to mention lAPT first), 
their personal understanding and experiences of LAPT, views about their job role in 
relation to other professionals in the NHS and their views o f treatment of mental 
illness as a professional in comparison to lAPT. Questions were asked in a non- 
judgemental and non-directive way to enable participants to feel accepted and 
understood.
Interviews were conducted at a time and place convenient for the participant. 
Participants were given an information sheet, whieh informed them of the research 
objective, confidentiality issues, and recording, storage and disposal of their 
information. Consent forms (Appendix 4) were signed by participants. Following the 
interview, participants were also given the opportunity to debrief so that they could 
discuss any issues evoked by the research. Participants were told that they eould 
contact the researcher to obtain the research findings.
Credibility o f the research
Yardley (2000) proposes that four principles o f sensitivity to context, commitment 
and rigour, transparency and coherence and impact and importance need to be met to 
assess the credibility of research. This research sought to meet these criteria. The 
researcher demonstrated sensitivity to context throughout the research process. For 
instance, a purposive homogenous sample of participants was recruited because they 
shared the experience of having completed a counselling psychology course and were 
looking for employment. Interviews were condueted in a non-judgmental manner and 
involved the use of open questions to allow the data to be partieipant-led (Smith et al,
2009). During analysis, themes were grounded in the data and were supported by 
quotations (Yardley, 2000). With regard to eommitment and rigour, the researcher
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invested much time and effort in all aspects of the research process and ensured that 
this was systematic and methodologically sound. With transparency and coherence, 
the selection o f participants, the interview schedule and analysis were described so 
that another researcher could replicate this study (although replication is rare in 
qualitative research). Lastly, Yardley’s (2000) principle of impact and importance 
was fulfilled as this research could potentially contribute to knowledge of how newly 
qualified counselling psychologists understand lAPT in relation to their employment 
prospects and roles in the NHS. It is also the desire of the writer that the research be 
published as soon as possible.
In IPA, the analytic procedure involves an interpretative activity in which the 
researcher tries to make sense of the interviewee’s experience (Smith, 2006). This is 
inevitably influenced by the researcher’s worldview, which might affect the issues 
followed up during the interviews or the formation of analytical themes. In light of 
this, the researcher has highlighted any possible influences of this knowledge during 
the personal reflection section (Appendix 1). Lastly, if  partieipants wish to access the 
results of the study, they will also be encouraged to provide feedback.
Data analysis
Interviews were audio-recorded, transcribed and then analysed using IPA as described 
by Smith, Flowers and Larkin (2009). IPA involves a full engagement with the data in 
which transcripts are read and re-read several times. A first stage in the analysis 
involves initial coding. This involves making detailed annotations in the left hand 
margin of the transcript. These annotations can be intuitive observations emanating 
from the reading o f the transcript. A second stage involves re-reading the transcript 
and annotating in the right hand margin of the transcript. These annotations are more 
conceptual than the first ones and involve interpretation by the researcher. These 
annotations are called emergent themes. This process of analysis was repeated for 
each interview.
When all transcripts had been analysed, the emergent themes were collected and 
examined for patterns across the cases. All emergent themes found to have similar
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patterns were grouped together and used to form master themes. These were found to 
help answer the research question.
Personal Reflections
My personal experiences, clinical practice and the research process have increased my 
insight into my sense of self. My motivation for pursuing such research highlights 
concerns regarding employment as well as the provision o f care that will be delivered 
by psychologieal services. In addition, the use o f IPA (Smith, 1998) has proved to be 
a difficult proeess, which may point to my perfectionist tendencies. Placement has at 
times triggered my frustrations with professionals who have presumed that the mere 
use o f cognitive behavioural coping strategies should be enough for clients. Each of 
these aspects will now be explored in greater detail.
My motivation for this projeet emerges from my worries about finding employment 
and the future of counselling psychology in the NHS. I feel concerned and resentful 
that I now face a job market where resources are searce. Having studied for three 
years, I feel frustrated that the competencies of counselling psychologists are heavily 
undermined! These feelings are magnified by the fact that I am about to become a 
mother for the first time. I am left with many questions, sueh as will have to do 
further training to make myself more employable? In addition, will professionals with 
more experience and training be replaced by less experieneed counterparts for the 
sake of cost effectiveness and ultimately to the detriment of individual needs? Lastly, 
the drive for this research also stemmed from a need to talk to commissioners in a 
language that they could understand: research!
My clinical practice has provided insight into how the marketing of a CBT-dominated 
approach has already influenced the opinions of others in their understanding of 
clients with complex issues. In my work with one client with possible personality 
difficulties, I was able to apply my knowledge, therapeutie skills, insight, supervision, 
peer consultation, theory and experience to inform my practice (Whipple, 1986). This 
allowed me to reflect and inform others of the deeper relational issues that this client 
might present with. However, some professionals struggled to understand these 
relational issues, suggesting instead that I continue to ply the client with CBT coping
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strategies. This implies that coping strategies may be seen as a tangible and 
prescriptive defence against professionals’ anxieties about clients. Although I agree 
that coping strategies have their uses, I strongly feel that clients, therapists and other 
professionals should have an awareness o f underlying relational issues. This may 
facilitate a client’s greater self-awareness and ultimately allow them to change self­
destructive patterns that are having a detrimental impact on their lives.
In my clinieal practice, I have also found that other professionals who are not 
therapeutieally aware and lack insight have a tendency to attribute blame to the client 
or to therapy itself. For example, I worked with one elient who had been diagnosed 
with bulimia nervosa and found it difficult to attend therapy. It was suggested by the 
psychiatrist that therapy had challenged her ‘core beliefs’ (Beck, 1995) too much and 
that she needed to be re-referred to therapy for low self-esteem or mindfulness. 
Although I agree that interventions need to be based on clients’ ego strength, I 
believed that other factors might have been impinging on her progress (e.g. 
interpersonal difficulties with her husband). Additionally, her high standards of 
perfectionism and an overemphasis on her weight, shape and size served to maintain 
her low self-esteem (Fairbum, 1995). This client also used bingeing and purging as 
compensatory mechanisms to regulate negative affect. Therefore, she may have found 
therapy challenging as the exploration of thoughts and deeper relational issues may 
have put her in contact with negative feelings. We also explored her tendency to rebel 
against authority figures and her difficulty in asserting her needs because o f an 
emotionally abusive childhood. As my training and experience enables me to reflect 
on these issues, I wonder how professionals in lAPT, who may have limited 
knowledge about the therapeutic process and relationship, respond to clients who do 
not comply with therapy.
The use of IPA (Smith, 1999) has been a difficult process especially as a novice 
researcher. I wanted to analyse each case ‘perfectly’ and ended up with an 
overwhelming amount of data, which I then had to re-analyse eausing me to disregard 
some themes. This made me anxious that I might be presenting results that may not 
accurately capture what participants had said. I desperately wanted the research to 
reflect participant’s subjective experiences. However, this placed too mueh pressure 
on getting it ‘right’, demonstrating my difficulty with perfectionism. I was also aware
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that my worldview might influence the research process and therefore strove to be 
constantly reflective.
The research process has also surprisingly led to a transition from me wanting to 
reject I APT as nonsense to seeing the value of providing access to people and the 
need to promote other ways of working. I am more aware of how significant it is for 
counselling psychologists to work within lAPT so that they can help develop the 
provision o f psychological services. However, the challenge may be to retain my 
identity within an institution with conflicting values. This is likely to bring up feelings 
of rebellion or compliance to authority (similar to my process with my parents). 
Therefore if  I were to work within lAPT, it would be important for me to 
communicate my ethos as a counselling psychologist whilst being willing to 
compromise in other areas (e.g. measuring outcomes).
Results
Although participants varied in demographic and social characteristics the analysis 
developed two master themes: 1) The professional self and 2) lAPT as a new way of 
treating mental illness. A detailed account of the two master themes in respect to the 
research question is presented below.
Master theme 1: The professional self
This master theme refers to participants’ internal perceptions of their professional 
selves. All participants alluded to lAPT as a threat to their employment opportunities 
and professionalism. This theme was constituted by the following three subthemes:
a) Perceptions o f the current job market
Many participants mentioned that lAPT, the recession and temporary jobs 
(advertising spécifié CBT competencies) had affected their employment prospects. 
Although participants discussed difficulty in obtaining permanent employment, they 
spoke about the availability of temporary employment (usually lasting for three
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months), which was often dependent on funding. In addition, they observed that some 
jobs required more experienced practitioners.
Debbie: “It was a short-term post, it was like replacements really...there was a 
possibility o f  this post becoming permanent but fo r  the time being they didn 7 know. 
Depending on funding. At first the funding was fo r  three months... So she said i f  it 
was long-term they would have taken me because there would have been time fo r  me 
to learn some things and stuff. ”
Participants reported feeling frustrated because they believed that lAPT had affected 
their “employability” as counselling psychologists.
Debbie: “I  hate it...it makes life very difficult fo r  anyone who's not part...o f the 
orientation that the government might be promoting.. J f  you're not working with that 
it's more difficult to fin d  a job. ''
b) Threatened identity
Participants described having to compromise their identity if  they worked within 
lAPT because they had heard that some lAPT services prevented counselling 
psychologists from using their professional title. This seemed to evoke anger because 
participants felt that their competencies as counselling psychologists were being 
ignored or that CBT practitioners were seen as having equivalent skills. They felt that 
they would have to “blend into the system” to suit the needs of the institution.
Sam: “There's a political battle because even i f  you get the doctorate and... you're 
fully chartered as a counselling psychologist, i f  you work fo r  lAPT you have to retrain 
to be a high-intensity worker. And you can't call yourself a psychologist...I ju st fin d  
that very odd that you've done all this, you 're actually more highly skilled than 
they're wanting, and yet you have to f i t  into a system. ”
Susan: “Because she kept on hearing from...fellow trainees and the people who were 
doing the training they were all CBT practitioners, all CBT therapists. That was their 
identity, that was their background. ''
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Participants also described feeling pressurized to adopt a CBT approach, which 
conflicted with their ability to use a multi-theoretical base. Consequently, they 
described an association between the pressure to adopt a CBT approach and their 
difficulties in finding employment because lAPT has marketed CBT to the public.
Dehbie: “Any government scheme affects us directly professionally, in terms o f  
employ ability...the government comes out and promotes a specific therapy or a 
specific way o f  working... even the general public knows about it and they will prefer 
a model or that kind o f therapy because it is promoted. ” Debbie also later suggested 
that this would affect therapists in private practice because “a client... says I  want 
CBT not because they know what CBT is about, but because they hear the government 
talking about it all the time. ”
This need to endorse a CBT approaeh was also seen as contributing to a loss of 
freedom in participants’ ability to match therapy to the client’s needs or their 
preferred theoretical approach or personality.
Debbie: “I  did this training because I  liked the flexibility o f  being able to work with 
different models. And so in terms of...employ ability, how I  fee l about the fac t that 
lAPT is affecting it a bit, and I  was saying about the personal reason that 1 choose it 
because it offered me the flexibility to be able to work with different models 
depending on the client’s needs...or even depending on my needs. ’’
Partieipants also discussed how angry they felt about being perceived as “not good 
enough” because lAPT failed to appreciate the competencies of counselling 
psychologists. One participant explained how this possibility reflected lAPT’s 
inability to understand and integrate professionals from diverse backgrounds.
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Susan: '"'‘One o f  the first things she told me is that, I ’m not valued as a psychologist 
there, i t ’s not important in lA P T i f  you ’re a psychologist... or what that represents. ”
Sam: “There needs to he room fo r  psychologists ...to he part o f  the lAPT service 
without having to retrain. Without being perceived as... not good enough. ”
Jenny: “After three years o f  training on a doctoral degree programme and having to 
go fo r  more training because we are apparently not equipped enough to work with 
clients is massively frustrating... ”
Finally, participants described a need to retain their identity as counselling 
psychologists and to represent their profession to others within lAPT.
Susan: “They need to respect in some way my ethos and what I ’m bringing as a 
counselling psychologist... my kind o f  thinking outside the box... relational aspects I  
would like to bring. Things like, they wouldn ’t really bring attention to ...it’s about a 
mutual compromising... that i f  I  wanted to go in there and wanted to maintain my title 
then I  would... and what exactly that identity represents which is this sort o f  ethos o f  
counselling psychology and about what we are, what we stand for. ”
Sam: “I  think that partly we need to be strong and not bow to the system. And sort o f  
without rejecting it forthright, say well actually this is what we do, this is how we 
differ, this is what I  can offer. ”
c) Thoughts and feelings about other professionals working within lAPT
Many participants discussed feelings of injustice, envy and' frustration regarding CBT 
practitioners because they felt substituted by cheaper, less experienced counterparts. 
This was seen to create interpersonal eompetition.
Sam: “It certainly now favours... lower skilled people getting the face to face contact 
more easily...that have less training than us. It favours non-psychologists because
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they’re cheaper ...it creates competition because then y o u ’ve got somebody with no 
psychology degree who is able to work therapeutically. ”
Debbie: “There’s a lot o f  competition and I  fee l like all the wellbeing practitioners 
will get my job  basically... that’s a little bit unfair. ”
This led some participants to see lAPT workers with little experience and training 
working with vulnerable clients as “dangerous” and “frightening”. They deseribed 
these professionals as lacking self-awareness, with limited knowledge o f the 
therapeutic relationship and process and general misunderstanding of the complexity 
of human behaviour. All of these they felt could lead to inappropriate assumptions 
about the client.
Debbie: “They don’t do such in-depth training as we do, to carry out treatment 
and... this can be dangerous, fo r  a few  clients... You might not be aware that you are 
damaging the client. With CBT, because i t ’s a very active kind o f  work y o u ’re pushing 
the client to do something that they’re not ready...they might have conflicts like, or 
judgments about why they ’re not doing it, are they being lazy or whatever... ’’
Sam: I  fe lt quite frightened because I  thought i f  I  was depressed or had anxiety... I  
would not want to be treated by them because they had no insight into themselves... 
they didn’t understand the complexity o f  the human mind or...behaviour...I don’t 
either but what I  use is my fear and ignorance as part o f  the therapy, I  use the fac t 
that I  don’t know how human brains really work but I  know how I  fee l in relation to 
someone and that’s what I  use as a cue. But they didn’t seem to understand that, 
and...I ju st worry about patients, that come to them, don’t do the work, like 
homework, and basically they ’II say, well they ’re not compliant. ”
Participants also expressed concern that professionals might advocate a closed or 
restrictive stance to therapy because lAPT emphasises a “need to stay inside the box 
and never leave the box.” Thus training in lAPT was described as inflexible and 
lacking an awareness of other therapeutic modalities because professionals are
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“indoctrinated” with one way of working. One participant suggested that this could 
lead to a potential abuse of power if  therapists are too rigid in their approach to 
meeting a client’s needs.
Susan: “And she was brought up by the course to question everything and had a very 
philosophical attitude to everything and...thinking outside the box and...it was trying 
to recondition her to be inside the box and never leave the box...she was the only 
psychologist there...she was the only one who was getting it. She was the only one 
who was getting, ‘oh hold on a minute, maybe that’s not right. ”
Debbie: “I f y  ou ’re not aware, i f  you don’t even know that these things exist, you can’t 
think that my client might need this because you don’t even know it exists. But the 
more yo u ’re aware o f  what’s out there, the more you are able to make judgments 
about what is suitable fo r  the client but i f  you ju st know one thing CBT or 
psychodynamic and that’s it... ’’
Master theme 2 :1 APT as a new way of treating mental illness
This master theme represents the external perception that participants had regarding 
lAPT’s approach to mental illness. This theme was eonstituted by three subthemes:
a) lAPT vs. CP perception o f mental illness
All participants spoke about perceived differences between LAPT and counselling 
psychology’s understanding and approach towards distress. Most participants felt that 
lAPT saw mental illness as something to “fix” and “cure” because there is an 
emphasis on diagnosis and treatment in accordanee with the medical model of mental 
illness. Thus many gave detailed accounts of critiquing the medical model.
Sam: “Mental illness is something that needs to be fixed... the way that I  fee l it looks 
at human mental health is like a base line and i f  you deviate from  that there’s
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something wrong...they lean more towards the fixing and curing, the more medical 
model... H ere’s a symptom, treat it... ”
Participants described how this simplistic understanding of mental illness failed to 
appreciate the social context in which problems develop and how, as practitioners, 
they consider various factors (e.g. a client’s history, social context, personality). Some 
also described how individuals differed in their ability to cope with distress due to 
these factors.
Danie: “I  think that in terms o f  working with mental illness... everybody is very 
individualistic ...some people can cope with mental illness better than others and 
sometimes it is about being able to give them coping strategies ...being able to look at 
what happened historically or what is going on currently in their social kind o f  
network and really taking everything into account that you would in your 
formulation. ”
One participant also discussed how the use of labels could lead to the client being 
seen as a problem rather than as a human being, which conflicted with her values as a 
counselling psychologist.
Jenny: “My training has made it more difficult fo r  me to see disorders and pathology 
in terms o f  diagnostic criteria because it is more about the person and the 
relationship between you and a diagnosis can get in the way and can stop you seeing 
the person... when I  was working at that CBT placement J  did get a client who my 
supervisor said it was a typical case o f  social phobia so these are the procedures fo r  
working with someone with social phobia and it did seem very limiting. ”
As Jenny suggests, most participants felt that the adoption of a medicalised 
understanding of distress meant that lAPT offered reductionist, simplistic and
172
prescriptive treatment. Thus the government’s “concrete” understanding of mental 
illness was seen to result in the use of specific treatment protocols at the expense of 
individual needs. Cold images of clients being equated to “numbers” or being offered 
“robotic” care or professionals depicted as “detached business men in suits” were 
given by participants.
Sam: “From the interviews, the questions were very concrete... I f  you had someone 
with PTSD, what would be the protocol? What is the treatment protocol, according 
to NICE guidelines? Who have you worked with that’s shown a disorder, tell me the 
formulation and the treatment plan that you used, from  an lAPT point o f  view...I 
talked about social anxiety and I  did a formulation...but it was very...kind o f  robotic 
almost. ”
Mental illness was also regarded as a part of life and not something to pathologise. 
Thus participants emphasized a need to appreciate a person’s subjective experience 
and relationship with distress rather than grouping people together aeeording to 
specific disorders. Therapy was seen as something that could help clients find 
meaning in their difficulties, gain insight and learn coping strategies to help them in 
the future.
Danie: “It is about promoting that people have mental health issues it doesn’t mean 
you have a mental illness ...these are the things that happen to humans in life and  
there is a way o f  overcoming it. ’’
Sam: “Mental illness is basically part o f  someone’s life...I don’t always think i t ’s 
something that needs treating... there needs to be meaning-making fo r  them...to make 
an exploration or an understanding with someone. But I  don’t always want to go in 
with this explicit assumption that they need to change in some way...mental health is 
usually where someone is not functioning in a way that they fee l that they want to. 
And they ’re not quite getting, out o f  life, what they fee l that they need. ’’
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Finally, participants described how lAPT’s “simplistic” understanding of mental 
illness and “prescriptive” treatment were related to its “industrialized” approach to 
mental illness (i.e. increasing productivity and economic efficiency).
Susan: “I t ’s something that comes fo r  a very specific purpose and I  don’t like these 
sorts o f  industrial... perspectives o f...let’s bring people back to jobs and then... save 
money on the benefits and...put them back into work...it’s cost-effective, i t ’s good fo r  
the psyche and good fo r  the economy... I  fe lt...a  more qualitative way to be 
approaching things rather than a quantitative way, so I  didn’t really pay much 
attention to it. ’’
b) lAPT’s impact on services
Participants talked about how NHS psychological services were diminishing and 
under pressure to follow NICE guidelines, deliver CBT and adhere to high standards 
of care to compete with I APT services.
Susan: “And they would keep on having conversations about measures fo r  evidence- 
based... and fo r  everything to be about CBT and how are we going to sell 
management, what we are doing. ’’
Sam: “So I  think the problem was that...because a lot o f  the NHS is reducing, 
certainly the quality o f  psychological services is reducing, there was sort o f  this 
obsession with lAPT and NICE guidelines. ’’
Serviees were also described as needing to monitor and evaluate outcomes in the 
same way as lAPT to secure the necessary funding and maintain service provision.
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Susan: “We had to have the same tools to evaluate ACT as CBT so they can actually 
get the funding that they wanted...so they can maintain the clinic...maintain what they 
were doing with that. Maintain the groups they were doing. ”
One participant described a service being shut down because it had no outcome 
measures.
Jenny: “We were seen as a service that didn’t have outcome measures necessarily... 
as simple as getting the funding so disappointing that it shut because you could see 
that it was doing good and that people were coming back to the service i f  they were 
struggling with alcohol again and people leaving feeling they had something quite 
valuable and yet it wasn ’t seen as valuable by the PCT so they shut us.’"
Although participants recognized the benefits of service outcome measures they 
disagreed with the frequency of their use within services. They felt that others could 
misinterpret psychometric measures and that their frequent use reduced the quality of 
care delivered by professionals.
Danie: “It was literally time consuming fo r  me because I  got to the stage where I  was 
telling my clients to take it home where they did it in their own time and bring it back 
to the session and we would kind o f  look over it. ”
Jenny: “Through the course o f  therapy i f  somebody is getting better whether you can 
say that or not...their scores might get worse because they are actually grieving or 
they might be going through or reaching something that might have been repressed 
that is going to show as worse therapy or they might finish therapy feeling absolutely 
rubbish or being in a process where they are coming out o f  it. ”
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c) Advantages and disadvantages o f lAPT
This subtheme refers to participants’ descriptions of the advantages and disadvantages 
oflAPT.
Some people discussed how lAPT had improved access to therapy especially for 
minority groups, reduced stigma and decreased waiting lists.
Danie: “The structure o f  the lAPT is really good in that... they are improving access 
fo r  people. I  was a link worker fo r  our lA PT service where... they ask fo r  ethnic 
communities and I  would go out in the community and improve their access. Holding 
different kinds o f  events and mental health talks...I think that is really good to have 
that...because people that wouldn 7 go to the GP go to the community centres, they go 
to the church hall so they get the same services without getting that stigma so there is 
lots o f  things thatlAPT are doing really well. ”
Although participants did not agree with the practical adoption o f a CBT-dominated 
approach, they recognized that this approach might be effective for some clients.
Sam: “I  was quite surprised...! guess some people have never had that kind o f  input 
before and they fin d  it quite helpful. But I  was surprised how, that it actually 
worked. ”
Although participants had identified that some services favoured certain professionals 
over others, they recognized that in services where a diverse workforce was used this 
could prevent a “government imposed system.”
Sam: “I  think what you get then is you get this kind o f top-down imposed, well this is 
how you do it, but then in the middle there’s this kind o f  creative process that is a 
filter and sort o f  buffers, so you don’t get this kind o f hardcore governmental imposed
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system but you get quite an organic thing with lots o f  different professions giving lots 
o f different views. ”
Danie: “There was a nurse that worked fo r  a long time o n A & E  and crisis and they 
shared their expertise with kind o f  how they managed risk and different issues. I  
worked two years so I  was able to talk about the family aspects... all different 
professionals brought a different kind o f  viewpoint ...psychologists were really valued 
in the service because we would all work together to fin d  a way forwards whether that 
be individually, in a team meeting or i f  that was just between peers. I  really valued 
that not everybody was a psychologist ...there were social workers, there were nurses 
who had done work previously in the community and mental health work. There was 
one girl in the library who was able to tell us about local services...just practical 
things as well as things that could be done in the clinical kind o f  therapeutic 
relationship. ”
In respect of the disadvantages, some people focused on lAPT’s inability to work 
with complex mental health problems and were worried that some might be excluded 
from treatment.
Jenny: “CBT does work fo r  some clients... but fo r  those that it doesn’t work... what 
do they do then? For an issue o f  sexual abuse in childhood, you are not going to deal 
with that in six sessions o f  CBT and there are services that do low cost counselling 
but i f  the NHS is saying that it is dealing with mental health i t ’s not necessarily 
dealing with it i f  those are the sorts o f  issues coming up. ”
Sam: “lAPT can’t deal with complex cases, or cases o f  conditions that are completely 
co-morbid. So imagine yo u ’ve got someone who’s got borderline personality 
disorder, depression and anxiety, social anxiety ...you have to have like six different 
policies fo r  that. ’’
Many participants also spoke about lAPT needing to mature in its view of mental 
illness in the future.
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Sam: “It needs to be a bit more mature in realising that the world isn 7 black and 
white... I  think that the way that it looks at mental health and disorders as not ju st 
things that needfixing all the time. ”
Danie: “There is a way that they approach one shoe fits  all... CBT fits  all obviously 
will need to be re-thought and even the way they think about mental health and the 
drive to get people back into work. Their motivation behind this whole lAPT thing 
that will be probably re-thought o f  in the future. ”
Lastly, participants spoke about lAPT needing to incorporate other models, showing a 
greater openness and acceptance towards others and extending contract lengths.
Sam: “I  would like it to be open to all professions to work in it. I  would like it to be 
more open to other ways o f  working... person-centred, existential...! understand that 
every way o f  working has to justify its value and that’s fa ir  enough...! think CBT 
needs to be taken down a peg or two and !  think it needs to realise that ju s t because 
there’s no evidence o f  something working doesn’t mean it doesn’t work... the way 
w e’ve based it on empirical kind o f  research is helpful, but not i f  i t ’s like the be-all 
and end-all.’’
Discussion
This study investigated recently graduated counselling psychologists’ understandings 
of lAPT in relation to their prospects and roles within the NHS. Two master themes 
emerged from the data: 1) The professional self and 2) lAPT as a new way o f treating 
mental illness. The findings of this research will be discussed first in relation to social 
psychology theories on identity and existing literature. Finally, the limitations of this 
research will be considered.
The findings of this research suggest that lAPT represents a threat to participants’ 
identities as counselling psychologists because it was perceived as a threat to their 
professional selves. This threat extended to their external perception of how mental
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illness should be approached. Given the nature of a ‘threatened’ identity, Identity 
Process Theory (IPT; Breakwell, 1986, 1988, 1992, 1993, 2001) may provide greater 
insight into the underlying coping strategies that participants employed to manage the 
perceived threat from lAPT.
With respect to this study, it is suggested that counselling psychologists perceive 
lAPT as a threat to their identity because it represents a challenge to the 
aforementioned identity principles (Breakwell, 1986). For instance, lAPT seems to 
pose a risk to the principles o f distinctiveness, continuity, self-efficacy and self­
esteem because, for example, of its focus on the medical model, the use o f CBT and 
deployment of CBT therapists. This seems to undermine what counselling 
psychologists can offer (their ‘ethos’ as a profession) and encourages them to ‘blend’ 
into the system. This reduces their ability to retain their identity and contributes to a 
perceived lack of control over their job prospects and role in the NHS. Lastly, 
participants’ perceptions of not being ‘good enough’ also appear to undermine their 
self-esteem. This threat to their identity appears to evoke the use of various coping 
strategies on a number of different levels known as intra-psychic and interpersonal 
(Breakwell, 1986). Although Breakwell (1986) proposes several strategies that might 
be employed at an intergroup level. Social Identity Theory (SIT) (Taijfel & Turner, 
1979) will be used instead as it provides a more complete explanation of how 
participants may have modified their evaluation of themselves as a group. Each of the 
coping strategies at different levels is discussed below.
Intra-psychic level
At an intra-psychic level, a deflection strategy that relies on modifying the 
assimilation-accommodation process is reconstrual and reattribution (which involves 
a reinterpretation of the reason for being in this situation) (Breakwell, 1986). For 
instance, participants discussed how LAPT had threatened their identity because it had 
primarily affected their role and prospects within the NHS. For example, Sam, Susan 
and Debbie described having to attain specific CBT competences or become CBT 
therapists in order to “blend” into LAPT. Consequently, this seems to affect their 
employability because they either have to work within the constraints of lAPT or find 
work outside the NHS, like other psyehologists (James, 2009). Thus these participants
179
redefine their unemployment and threat to identity as a result of the wider political 
social context and not due to their own fault or choice (external locus o f control). In 
this way, external attributions made about lAPT in regard to their role and prospects 
in the NHS may serve to protect self-esteem, distinctiveness and consistency because 
their situation is seen as beyond their control. Hence, it is the values and perceptions 
of the external “government imposed system” (lAPT), which needs to change and not 
the participants’ perceptions.
Interpersonal level
Negativism (Breakwell, 1986) is one coping strategy that participants appear to use to 
manage their threatened identities at an interpersonal level. Specifically, Susan and 
Sam explained needing to stand firm in their identity as counselling psychologists by 
not “bowing” to external pressures and evaluations made by others. It seems that they 
want others to know what counselling psychology represents and “what they can do” 
and “what they can offer” within the NHS. In this way, negativism helps to maintain 
consistency (because participants are refusing to change their identity despite social, 
economic and political pressure), distinctiveness (rejecting the idea that they need 
further training in CBT) and self-esteem (rejecting perceived negative evaluations by 
lAPT that they are “incompetent” as practitioners).
Inter-group level
Reflected in the way that participants attempt to redefine their values as a group, SIT 
(Taijfel & Turner, 1979) may provide some insight into the underlying group 
dynamics evident in this research. Participants’ narratives suggest that they have 
identified, evaluated and defined themselves as counselling psychologists. 
Participants seemed to maximize the differentials between their in-group as 
counselling psychologists and lAPT (essentially “us” versus “them”) in an attempt to 
restore kudos and self-esteem (Taifel & Turner, 1979). This may account for the 
discourse regarding their conflicting approaches to distress and their “dangerous and 
frightening” concerns surrounding others within lAPT. For instance, participants 
discussed how counselling psychology has a humanistic base emphasising an
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exploration of an individual’s phenomenological experience of distress within a 
therapeutic relationship (Woolfe et al, 2010) whilst lAPT supports a medicalised 
approach, which emphasises economic rationalization, accountability, productivity, 
efficiency, and a positivist science and evidence-based practice (Rizq, 2011). Thus 
according to this external perception, lAPT treatment was regarded as reductionist, 
simplistic and prescriptive by participants because it captures an impersonal quality of 
care that focuses on diagnosis and manualised treatments.
The scarce reduction of psychology posts since 2007 and the advertisement of NHS 
posts requiring specific CBT competencies or expecting counselling psychologists to 
train on higher intensity CBT-dominated courses (James, 2009) seems to have created 
interpersonal conflict between counselling psychologists and CBT therapists working 
within lAPT. Participants also appear to be in a dilemma; they need employment but 
lAPT jobs are CBT only, and this seems to challenge their philosophical base as 
counselling psychologists (Woolfe et al, 2010).
Sam and Susan disclosed some worry about struggling to retain their status as 
counselling psychologists if  they were to work within lAPT and hence were 
mobilized to “represent their profession” (and thus preserve their status quo) (Taifel 
& Turner, 1979). This suggests that participants may feel denigrated and marginalised 
as a group because they believe that their professional competences are perceived as 
“not good enough” by lAPT. This perception may threaten their possible idealised 
image of their in-group membership and their positive social identity and therefore 
evoke feelings of low self-esteem. Consequently, low self-esteem, a conflict o f group 
values, scarce resources and the government’s focus on efficiency and productivity 
may account for participants’ reported feelings of antagonism towards others within 
lAPT because they are deemed worthy and over-privileged (regarded as a high status 
group). Moreover, it may explain their concern over the capability of others and their 
perception of “simplistic” treatment, which appears to be at the expense of individual 
needs and in the interests of increasing productivity - a concern that is shared by 
others (Riqz, 2011).
The process of re-evaluating their values as a group and those of others may allow 
them to strengthen their in-group attachment and re-position themselves as a group in
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relation to professionals working within lAPT and improve self-esteem (Taifel & 
Turner, 1979).
Organizational competition?
Consistent with the apparent competition between professionals at an intergroup level, 
non-lAPT services and lAPT seem to be competing to ‘prove’ efficient clinical and 
cost effective outcomes in order to receive funding from the practice based 
commissioning (PbC) funding services (as discussed by participants) (Robinson, 
2008). This has consequently affected the provision of psychological services across 
different areas because some areas have been unable to compete with larger services, 
bid for lAPT contracts (Walker, 2010) or monitor outcomes in the same way as lAPT 
services (as suggested by Jenny). Thus some non-lAPT services have been replaced 
by lAPT services even though lAPT was always intended as an addition to other 
services (Pownall, 2010; Walker, 2010).
Other findings
The advantages and disadvantages of lAPT that participants discussed can be 
evaluated against how lAPT services are being implemented within reality. Although 
improving access was seen as an advantage of LAPT, research has shown that the 
elderly (Carvel, 2009), black and ethnic minority groups, children and men do not 
have equitable access to treatment (Walker, 2010). Waiting times are still too long. 
Although participants recognized that CBT might be effective for some clients, their 
belief that other models should be incorporated into services may be valid because 
there is an overreliance on CBT in many services (Walker, 2010). It has also been 
found that reduced funding for some non-lAPT services has meant that clients with 
complex needs who are not eligible for lAPT have been left without treatment (which 
supports concerns raised by participants).
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Limitations
Although this study demonstrates some interesting insights into the perceptions of 
recently graduated counselling psychologists and their employability, some 
limitations need discussing. Results are restricted to recently graduated counselling 
psychologists, which makes the results transferable to similar socio-economic- 
historical-cultural groups of recently graduated counselling psychologists but not 
generalisable.
My position as a trainee counselling psychologist may have played a role in my 
interpretation of the participants’ responses. Therefore I could have treated the data 
from a counselling psychologist’s perspective instead of a researcher’s one. However, 
on the positive side, participants may have felt freer to ‘speak out’ because of my 
status.
Lastly, one participant had a year’s experience in an lAPT service led by a 
counselling psychologist. Thus her perceptions of lAPT could have been more 
positive because she reported a better experience of working within an lAPT service 
than those of respondents with little experience within lAPT. Future research could 
compare the perceptions of counselling or clinical psychologists working within lAPT 
with the results of this research.
Conclusion
Although participants discussed LAPT as a threat to their identity and used a variety of 
coping strategies to manage this threat, it has been argued that it may be important for 
counselling psychologists to be apart of lAPT (Turpin, 2009) to “represent their 
profession.” It may be crucial for counselling psychologists to inform others o f their 
competencies; otherwise NHS employment opportunities for counselling 
psychologists may continue to reduce. This could potentially render the future of 
counselling psychology redundant in healthcare services. Input from psychologists 
may help lAPT “mature in its view o f psychologists and not see us as these kind o f  
wealthy people that live in little ivory towers and kind o f  waffle...jargon at them... ” 
(Sam).
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Counselling psychologists have much to contribute to services in the provision of 
psychological therapies (Turpin, 2009). In addition to therapeutic skills, counselling 
psychologists can contribute to a range of areas such as research, clinical leadership 
and governance, supervision and training of other professionals, service monitoring 
and evaluation. Counselling psychologists in clinical leadership could ultimately help 
inform, shape and develop new services that reflect their underlying philosophy 
which may help prevent a “government imposed system” and place clients in their 
rightful place: at the heart o f therapy. This may allow for creativity and establish a 
rich and diverse foundation for professionals working with distress.
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Appendix 1
Advert of research on Division of Counselling Psychology Website
Recent counselling psychology graduates’ perceptions of lAPT & its effects: An 
interpretative phenomenological study
Are you a counselling psychologist that has recently graduated/third year counselling 
psychology trainee that has completed their studies and are seeking employment?
I am a third year counselling psychology trainee at the University of Surrey. As part 
of my PsychD research in counselling psychology, I would like to interview recently 
graduated Counselling Psychologists or trainees in their final year on the topic of 
‘Improving Access to Psychological Therapies’ (IAPT). Interviews will take place at 
a location that is easily accessible to the participant. An interview will last 
approximately between thirty-five and forty five minutes. Issues of confidentiality and 
the right to withdraw apply at all times.
This project has received university ethical approval and is being supervised by Dr 
Riccardo Draghi-Lorenz (R.Draghi-Lorenz@surrey.ac.uk).
If you would like to be part of this exciting research project or would like further 
information, please do not hesitate to contact me via email:
Sabrina Appadoo
Email: s.ramiah@surrey.ac.uk/sabsR@hotmail.com
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Appendix 2
Information Sheet for participants
R ecent counselling psychology graduates’ perceptions o f lA P T  and its 
effects: An interpretative phenomenological study 
PARTICIPANT INFORMATION FORM
How do recently graduated counselling psychologists looking for jobs understand the 
effects of lAPT on their prospects and role within the NHS?
I am hoping to interview recently graduated Counselling Psychologists on the topic of 
‘Improving Access to Psychological Therapies’ (IAPT). Counselling Psychologists 
must have some knowledge about this topic. Participants can either be waiting to 
graduate having finished their studies or must have graduated in the last three years. 
Participant must also be seeking employment.
A semi-structured interview (lasting approximately forty minutes to an hour) will be 
conducted with each participant to elicit an in-depth account of the participants’ 
experience. This will take place within a confidential and safe environment. 
Interviews will also be conducted at the participants’ chosen meeting place and at 
their convenience. Following the interview, participants will be given a debrief which 
will provide them with the opportunity to discuss any material that might have been 
evoked by the interview.
Interviews will be audio-recorded and transcribed. At all times, participant 
information will be anonymised and treated with strict confidentiality. Any 
information that might identify you or the university that you attended will be 
disguised in the transcripts to safeguard your identity. Transcribed interviews will be 
analysed using Interpretative Phenomenological Analysis (IPA), which will attempt to 
gain a greater insight into the individual’s phenomenological perspective on lAPT, 
employment and Counselling Psychology.
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Participants retain the right to withdraw at all times by contacting me on the contact 
details below. If this occurs, the participant’s data will be withdrawn from the 
research and will not feature in the research project.
Following the completion of the research, participants will also be able to view the 
results of the study and are free to withdraw any information if  they wish to do so. 
Audio recordings will also be destroyed once they have served their research purpose. 
This research has been approved by the University of Surrey.
If you would like to be part o f this exciting research project or would like further 
information, please do not hesitate to contact me via email or mobile:
Sabrina Appadoo
Supervisor; Dr Riccardo Draghi-Lorenz.
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Appendix 3 
Interview Schedule
Recent counselling psychology graduates’ perception of I APT & its effects: An
interpretative phenomenological study
Research question:
How do recently graduated counselling psychologists looking fo r  jobs understand the
effects o f  lAPT on their prospects and role within the NHS?
General questions
What are your experiences following the completion of your postgraduate course?
(Let them say I APT). Prompt: what have you been up to since finishing the course?
1) I f f  say the word, lAPT to you, what does that mean to you?
Prompt: what do you know about lAPT?
2) lAPT is a government scheme in the NHS, does that mean anything to you 
professionally? Prompt: what effect, if  any, has I APT had on professionals 
working within the NHS?
3) What is your attitude towards lAPT?
4) What is your experience of LAPT services?
5) Can you identity other professionals that you would work alongside within an 
lAPT service?
6) Do you think lAPT’s view and approach to mental illness would differ from 
your approach as a counselling psychologist? If  yes, how and no, why?
7) How do you think your role, as a counselling psychologist is perceived within 
lAPT?
8) How do you see lAPT in the future?
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Consent form
Consent Form
• I voluntarily agree to take part in the study “Recent counselling psychology 
graduates’ perception of lAPT and its effects”
• I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose of the study and of what I will 
be expected to do. I have been advised about any discomfort and possible ill effects 
on my health and well being which may result. I have been given the opportunity to 
ask questions on all aspects o f the study and have understood the advice and 
information given as a result.
• I agree to comply with any instruction given to me during the study and to co­
operate fully with the investigators.
• I understand that all personal data relating to volunteers is held and processed in the 
strictest confidence, and in accordance with the Data Protection Act (1998). I agree 
that I will not seek to restrict the use of the results of the study on the understanding 
that my anonymity is preserved.
• I understand that I am free to withdraw from the study at all times without needing 
to justify my decision and without prejudice.
• I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the study.
Name o f volunteer (BLOCK CAPITALS)
Signed...................................................
D ate .......................................................
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